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Nurses often witness suffering and loss. These experiences are intrinsic to the practice of 
nursing and can exert a strong, cumulative effect on nurses’ professional quality of life (QOL). 
Stamm (2010b) conceptualizes professional QOL as a composite of compassion fatigue and 
compassion satisfaction. Inferior professional QOL has been linked to numerous negative 
healthcare outcomes. Oncology nurses are particularly vulnerable to compassion fatigue. The 
Professional Quality of Life Scale (ProQOL), created by Stamm (2009), is the current survey 
used to measure professional QOL, but it may not be specific enough for oncology nurses.  
The purpose of this grounded theory study was to explore how oncology nurses 
experience professional QOL. Specifically, this study aimed to inductively derive a theory 
regarding the actions and processes that influence professional QOL in a group of oncology 
nurses. The study addressed three gaps in the current literature: conflicting and inconsistent 
findings related to facilitators and barriers of professional QOL in oncology nurses, a lack of an 
inductively-derived theoretical perspective grounded in the views of those experiencing the 
phenomenon, and a lack of “voice” and perspective that reflects the uniqueness of the practice 
of, and the relationship between, oncology nursing and professional QOL. 
Strauss and Corbin’s (2015) grounded theory was the guiding framework for this study. 
Data collection measures included the use of PhotoVoice and semi-structured interviews. 
Purposive, theoretical, and snowball sampling was used to identify a cohort of oncology nurses. 
The sample included oncology nurses with varying levels of self-perceived professional QOL 
from 13 oncology units or departments in ten health systems across six states. Interviews were 
conversational but guided by a tentative list of questions, including questions about any 




Participants also completed the ProQOL Version 5 and a demographics survey to describe the 
sample. Recurring categories uncovered a middle-range theory of oncology nurses’ professional 
QOL, focused on how oncology nurses perceive their own professional QOL as well as actions 
and processes that influence their professional QOL. 
The core concept of professional QOL for oncology nurses is Reconciling 
Incongruencies, which involves balancing and overcoming dissonance with competing 
conditions and factors. Examples of competing conditions and factors include 
personal/professional demands, sadness/joy, and energy draining/energy generating experiences. 
Four related categories include the processes of Accepting the Context of Oncology Nursing, 
Bettering the World, Pursuing a Calling, and Being Valued. The categories of extrinsic factors 
that can facilitate or inhibit oncology nurses’ professional QOL include patient factors, support 
relationships and networks, and system and organizational factors. Individually, oncology 
nurses described strategies for processing difficult experiences, regulating their approach, and 
caring for themselves to enhance their professional QOL.  
This Theory of Oncology Nurses’ Professional QOL differs from the currently used 
definitions that apply to a broad base of caring professionals. Findings provide a theory-based 
foundation for future research and practice including instrument development and potential 
strategies to enhance professional QOL specific to oncology nurses. Novel constructs identified 
include the core category of Reconciling Incongruencies and the importance of presence of 
colleagues and being with patients. PhotoVoice contributed to the depth and richness of data 
from the participant pool by facilitating discussions during interviews, offering a visual 
representation of experiences, and priming participants thoughts about their professional QOL 
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Chapter 1: Introduction 
Nursing is a profession that merges scientific knowledge with compassionate caring. 
Nurses often witness suffering and loss while caring for patients and families. These experiences 
are intrinsic to the practice of nursing and can exert a strong, cumulative effect on nurses’ 
professional quality of life (QOL) (Stamm, 2010b). Although the meaning of professional QOL 
has evolved over time, one widely accepted description proposed by Stamm and colleagues 
(2010b) conceptualizes professional QOL as a composite of compassion fatigue, burnout, 
secondary traumatic stress, and compassion satisfaction (Stamm, 2010b). Compassion fatigue, 
burnout, and secondary traumatic stress relate to the emotional and physical burdens experienced 
by caregivers (Stamm, 2010b), whereas compassion satisfaction is a feeling of fulfillment and 
satisfaction that comes from caring for others (Stamm, 2010b). The burdens of compassion 
fatigue, burnout, and secondary traumatic stress, coupled with the increasing workload 
(Krichbaum et al., 2007), complexity of patients (Pefoyo et al., 2015), and emphasis on 
reimbursement-based outcomes (Krinsky, Ryan, Mijanovich, & Blustein, 2017; Ryan, 2009), can 
negatively affect professional QOL for nurses.  
Background and Significance 
Professional QOL focuses on psychological phenomena that can lead to physiologic, 
emotional, and cognitive decline for nurses, and eventually poor healthcare outcomes (Stamm, 
2010b). Nurses’ inferior professional QOL due to high compassion fatigue, burnout, or 
secondary traumatic stress has been linked to decreased morale and retention, negative personal 
outcomes, lower quality of care, negative patient outcomes, and poor financial outcomes for 




The American Nurses Association declared 2017 as the year of the healthy nurse 
(Dawson, 2017), indicating a need for nurses to focus on their own health and well-being to 
promote health within communities and amongst patients. Given the relationship between 
professional QOL and physiologic, emotional, and cognitive decline, further exploration of this 
phenomenon could potentially affect the health of individual nurses and the overall health of the 
discipline. The Department of Labor (2012) predicts the U.S. will need 500,000 new nurses by 
2020 (2012). This anticipated need for nurses, emphasizing the importance of recruitment and 
retention, requires an ongoing focus on professional QOL and its effect on the nurse population 
overall.  
While professional QOL has been studied in numerous helping professions, including 
many healthcare professionals, specific professional groups have been identified as high-risk for 
inferior professional QOL. Yu, Jiang, and Shen (2016) found oncology nurses were at high-risk 
for compassion fatigue, secondary traumatic stress, and burnout. Similarly, a study conducted at 
a large National Cancer Institute-designated cancer center revealed 40% of nurses were at high-
risk for compassion fatigue and burnout and 26% were at risk for not experiencing compassion 
satisfaction (Potter et al., 2010). Alternatively, a sub-group of oncology nurses considered by 
peers and leadership to be “exemplary nurses” reportedly “avoid compassion fatigue” and deliver 
highly compassionate care and establish meaningful connections with patients (Perry, 2008, p. 
82).  
Oncology nurses are particularly vulnerable to compassion fatigue due to the close 
relationships and rapport with patients, intensity of patient treatments and suffering, and 
frequency of terminal diagnoses (Aycock & Boyle, 2009; Potter et al., 2010). Furthermore, there 




(Boyle, 2011; Najjar, Davis, Beck-Coon, & Doebbeling, 2009). These areas of ambiguity suggest 
a need for further inquiry of the perceptions and experiences of oncology nurses related to their 
professional QOL and potential influencing factors.  
Statement of the Problem 
While numerous investigations have been conducted, a fundamental ambiguity to 
understanding professional QOL in nurses is evidenced by a decade of contradictory results 
related to associated factors. Several potential associated factors have been studied in relation to 
professional QOL. However, researchers disagree on the role and significance of potential 
influencing factors, such as age, professional experience, education, shift length, leadership, and 
relational caring (Finley & Shepard, 2017; Hinderer et al., 2014; Hunsaker et al., 2015; Luquette, 
2017; Romeo-Ratliff, 2014; Sacco et al., 2015; Yoder, 2010), and recommend further 
investigation of the components of professional QOL and related factors (Coetzee & Klopper, 
2010; Sorenson, Wright, Bolick, & Hamilton, 2016). Additionally, few studies (Perry, Toffner, 
Merrick, & Dalton, 2011; Sabo, 2010) use an inductive framework focused on the unique points 
of view and perspectives of oncology nurses to explore the factors that facilitate and inhibit 
professional QOL.  
Professional QOL has gained significant attention in nursing literature over the past 10 
years and has been investigated primarily using the Professional Quality of Life Scale (ProQOL; 
see Appendix A; Stamm, 2010b). Researchers have used the ProQOL to examine specific related 
factors and how they correlate to professional QOL and develop quality improvement initiatives 
to enhance nurses’ professional QOL (Aycock & Boyle, 2009; Boyle, 2011; Potter, Deshields, & 
Rodriguez, 2013). However, the foundational research and instrument development and testing 




Yegidis, & Figley, 2004). While social work and nursing are both caring professions, significant 
differences exist in their roles and work. Nurses’ ongoing and intense interactions with patients 
and families over concentrated and extended periods of time is unique when compared with other 
professionals in the healthcare industry who may see patients episodically for a consultation or 
examination.  
Though widely used, the ProQOL may not provide the most precise or applicable 
measure of the whole phenomena of professional QOL in nurses in multiple important ways. The 
foundational work of the ProQOL, including initial psychometric testing, was conducted with 
social workers in trauma (Bride et al., 2004) but has since become widely used with nurses and 
other helping professions (Stamm, 2010b). The significant difference in duration and intensity of 
patient interactions suggests that grouping nurses with all helping professionals may not reflect 
the unique aspects of professional QOL for nurses. Additionally, the existing foundational work 
for the ProQOL was done deductively through a series of literature reviews with input from 
trauma experts (Stamm, 1993). Lastly, though the ProQOL has sound psychometrics (Stamm, 
2010b), expert reports and clinical experiences demonstrate that when nurses, leadership, and 
researchers anticipate high levels of compassion fatigue, nurses often score better than expected 
on each of the three subscales of the ProQOL (Al-Majid, Bouchard, & Sheppard, personal 
communications, April 21, 2017), suggesting a possible ceiling effect within the population. 
Given oncology nurses’ high risk for inferior professional QOL and ongoing care of 
complex cancer patients and families, further exploration of the factors and processes that 
contribute to oncology nurses’ professional QOL would provide insight to the unique nature of 
oncology nursing. In addition, Stamm (2010b) emphasizes the importance of understanding the 




of the three components of professional QOL. Further, Stamm’s encouragement to understand 
the holistic nature of one’s professional QOL offers further justification for exploring the 
characteristics, context, and perspectives of oncology nurses related to their own professional 
QOL through an inductive research process.  
Research Purpose/Specific Aims 
The current state of the science reveals the importance of addressing professional QOL; 
however, how oncology nurses experience and perceive professional QOL and the related 
facilitators and barriers have yet to be fully understood. The purpose of this grounded theory 
study is to explore how oncology nurses experience professional QOL with a specific focus on 
facilitators and barriers and the actions and processes used to enhance professional QOL. The 
proposed study will address the following gaps: 
1. Conflicting/inconsistent findings related to facilitators and barriers of professional 
QOL in oncology nurses. 
2. Lack of an inductively derived theoretical perspective grounded in the views of those 
experiencing the phenomenon.  
3. Lack of the “voice” and perspective that reflects the uniqueness of the practice of 
oncology nursing and professional QOL  
There is a lack of theoretical explication of the actions, processes, and factors that 
influence professional QOL, which renders a need to explore this topic through grounded theory 
methodology. This study will add value through addressing the processes and perspectives of 
oncology nurses to address the gaps described above. Each nurse’s experiences with professional 
QOL are context specific. Grounded theory methodology will offer the subjective viewpoints of 




conceptual clarity, data-rich information, and depth of results beyond what can be provided 
through a survey, and a context for evaluation, all of which may serve as a foundational step in 
better addressing and improving the professional QOL of oncology nurses.  
Definitions 
The terminology related to professional QOL is not unanimously agreed upon (Boyle, 
2011; Coetzee & Klopper, 2010; Stamm, 2010b), but the most commonly accepted meanings and 
their relation to nursing and healthcare are included below.  
 Burnout. Burnout is a psychological response to work-related stressors consisting of 
three main components coming together over time: emotional exhaustion, 
depersonalization, and decreases in perceived personal or professional 
accomplishments (Maslach et al., 2001). Burnout is a concept applicable to all 
employees/professionals in all workforce areas and is not restricted to the healthcare 
or caring professions (Maslach et al., 2001). Burnout is one component of 
professional QOL (Stamm, 2010b).  
 Secondary traumatic stress. Secondary traumatic stress is caused by bearing witness 
to, but not directly experiencing, suffering and trauma (Stamm, 2010b). Secondary 
traumatic stress is most closely related to post traumatic stress disorder; the difference 
is this suffering is witnessed, not usually experienced directly. Symptoms of 
secondary traumatic stress include stress, anxiety, and negative, intrusive reminders 
of witnessed suffering or trauma (Stamm, 2010b). Secondary traumatic stress applies 
to anyone in a helping role and can include teachers, chaplains, nurses, and social 




 Compassion fatigue. In nurses, compassion fatigue is a stress response that arises 
from the nurses’ empathy and deep connection between patients and caregivers that 
can result in physical, emotional, and spiritual exhaustion, which can come on more 
suddenly than burnout (Figley, 1995). In Stamm’s (2010b) conceptualization of 
professional QOL, compassion fatigue is a defined as a compilation of burnout and 
secondary traumatic stress. For nurses, prolonged, continuous, and intense contact 
with patients and families undergoing stressful life changes can lead to compassion 
fatigue. Like secondary traumatic stress, compassion fatigue applies to anyone in a 
helping role (Stamm, 2010b).  
 Compassion satisfaction. Compassion satisfaction stems from the joy nurses get 
from helping others, causing a sense of reward (Stamm, 2010b)—it is why nurses 
keep coming back to work after hard days. Similar to compassion fatigue and 
secondary traumatic stress, compassion satisfaction is a general term that can apply to 
anyone in a helping role (Stamm, 2010b).  
 Professional quality of life. In Stamm’s (2010b) conceptualization, professional 
QOL is a compilation of both compassion fatigue and compassion satisfaction. As 
with most of the components, the comprehensive model of Professional QOL applies 
to anyone in a caring role, which includes nurses (Stamm, 2010b).  
Chapter Summary  
Professional QOL for nurses is increasingly recognized as important, but the barriers and 
facilitators of professional QOL have yet to be fully understood. Experts agree that professional 
QOL impacts nurses and ultimately patient and health system outcomes (Boyle, 2011; Coetzee & 




the facilitators and barriers of professional quality of life in nurses, and in particular oncology 
nurses (Boyle, 2011; Najjar et al., 2009). This grounded theory study aims to uncover a varied 






Chapter 2: Review of the Literature 
Introduction 
This chapter addresses a synthesis of the current literature in four main areas, focused 
around identifying the facilitators and barriers for the professional QOL of oncology nurses. The 
first section presents the conceptual development and measurement of professional QOL. The 
second section presents the factors associated with nurses’ professional QOL. This section is not 
limited to only oncology nurses because most of the studies looking at nurses’ professional QOL 
were not limited to only oncology nurses and the full scope of the facilitators and barriers of 
professional QOL were important to consider. The third section examines a smaller sample of 
studies that focus on oncology nurses’ professional QOL only. Lastly, the fourth section 
examines the uniqueness of oncology nursing and how many of the core attributes and 
experiences of oncology nurses have overlap with the concepts related to professional QOL. 
Peer-reviewed and English language articles were sought through the Cumulative Index 
of Nursing and Allied Health Literature (CINAHL), Published International Literature on 
Traumatic Stress (PILOTS), PubMed, Google Scholar, PsychINFO, and Stamm’s (2010a) 
comprehensive bibliography. Key search terms included professional quality of life, oncology, 
nurs*, ProQOL, tool development, theoretical model, theory development, compassion fatigue, 
burnout, compassion satisfaction, and contributing OR associated factors. No year limits were 
placed on articles related to the conceptual development of professional QOL. All others were 






Historical Context: Conceptual Development and Measurement of Professional Quality of 
Life 
The foundational scholarly work that led to the current state of the science related to 
professional QOL began with investigations focused on what is accepted by some scholars as the 
basic components of this phenomenon (burnout, compassion fatigue, secondary traumatic stress, 
and compassion satisfaction). Burnout and compassion fatigue were first identified in the 1960s 
when the emphasis was on defining, recognizing, and validating that burnout and compassion 
fatigue were indeed problems (Figley, 2002; Maslach, Schaufeli, & Leiter, 2001). The 
foundational compassion fatigue research focused on social workers and established burnout as a 
response to work-related stressors and compassion fatigue as representing physical, emotional, 
and spiritual exhaustion due to stress arising from working closely with patients and families 
(Figley, 2002; Pines, 1993; Stamm, 2010b). Secondary traumatic stress was determined to be a 
result of social workers repetitively hearing of and witnessing suffering and traumatic events 
(Stamm, 2010b). The concept of compassion satisfaction was introduced later by Stamm, who 
highlighted that compassion fatigue and compassion satisfaction relate to each other but did not 
determine a defined balance of these two competing forces nor an overall measure of 
professional QOL (Stamm, 2010b).  
Like the conceptual development, initial compassion fatigue instrument development 
focused on each individual component (burnout, secondary traumatic stress). Measures for 
burnout and secondary traumatic stress were originally derived through a deductive literature 
review and a review of the work of trauma experts (Figley & Stamm, 1996; Pines, 1993; Stamm, 
1993). Initial measurements were established for “social workers and other helping 




the Secondary Traumatic Stress Scale (STSS) to measure secondary traumatic stress in all 
helping professions with construct validity verified by five experts in trauma. The reliability was 
initially strong (Cronbach alphas of .92, .89, and .94 for each of the subscales) amongst a sample 
of 200 social workers (Bride et al., 2004).  
Similarly, the Compassion Fatigue Self-Test (CFST) was derived deductively from 
Pines’ (1993) items for the burnout subscale and from the literature for the secondary traumatic 
stress subscale (Figley & Stamm, 1996). Initial instrument testing of the CFST focused on social 
workers and psychotherapy practitioners, with an emphasis in trauma settings, and revealed 
strong psychometric reliability and validity (Figley & Stamm, 1996). The CFST was originally 
tested on 142 psychotherapy practitioners and demonstrated good reliability (Cronbach alphas of 
.94 to .86), but, at the time of development, psychometric analysis suggested a need for further 
work to determine the comprehensive structure of compassion fatigue measurement and the 
structural stability as it related to depression and other factors with potential relationships to 
compassion fatigue (Figley & Stamm, 1996).  
In 1993, Stamm extended the theoretical development with the inclusion of the 
compassion satisfaction component, which led to the Compassion Satisfaction and Fatigue Test 
(CSFT), now referred to as the ProQOL. After years of work in secondary traumatic stress and 
compassion fatigue, Stamm (2002) questioned what allowed individuals to remain in helping 
roles, “often with joy” despite the reality of compassion fatigue (p. 110). She analyzed the 
wording of the CFST items and reworded some of items to reflect a more positive perspective. 
For example, “I feel estranged from others” was changed to “I feel connected to others.” 
Psychometric testing of this revised scale with trauma professionals, volunteers, and caregivers 




Version 5 (Stamm, 2010b) is the result of several revisions of the CFST, CSFT, and ProQOL 
over time (Bride et al., 2004; Figley & Stamm, 1996). 
A significant gap in the literature relates to the exclusion of nurses in the early theoretical 
and instrument development and testing. Theoretically, there are no known inductively derived 
theories regarding professional QOL in nurses, since the ProQOL and related measures were 
derived deductively and focused on a broader population (Figley, 2002; Figley & Stamm, 1996; 
Stamm, 2010b). Conceptually, there is still an ambiguity of terms encompassed in professional 
QOL: compassion fatigue, secondary traumatic stress, and burnout (Boyle, 2011; Sabo, 2006). 
First, the different definitions for the constructs of professional QOL pose challenges for 
describing, identifying, and measuring professional QOL in nurses (Boyle, 2011, Sabo, 2006; 
Stamm, 2010b). Additionally, while the ProQOL is the most prevalent, contemporary measure of 
professional QOL in nurses some researchers have used Adams, Boscarino, & Figley’s (2006) 
The Compassion Fatigue Scale and Bride et al.’s The Secondary Traumatic Stress Scale (Boyle, 
2011; Najjar et al., 2009).  
Factors Associated with Nurses’ Professional Quality of Life 
For the purpose of this proposal, the literature review focused specifically on factors 
related to or affecting nurses’ professional QOL. Despite the conceptual and measurement 
barriers, the state of the science has progressed to predicting professional QOL, identifying 
factors associated with or influencing professional QOL, and treating those suffering from 
burnout and compassion fatigue (Boyle, 2011; Maslach et al., 2001). Boyle (2011) notes that 
interventions to improve compassion fatigue in nurses have centralized around educating nurses 
about the risks of compassion fatigue and burnout, implementing interventions in the work 




improve professional QOL or its components, many of which are quality improvement, the 
science has not fully established the facilitators and barriers of professional QOL.  
The search revealed a total of 30 studies conducted within the past 10 years. Of the 30 
studies identified, 24 studies were quantitative, five studies were qualitative, and two were mixed 
methods. A synthesis revealed some consistent findings, but also revealed multiple conflicting 
and contradictory findings across studies (see Appendix B), making it problematic to draw 
generalizable conclusions despite the volume of studies. The primary factors affecting nurses’ 
professional QOL have been clustered into organizational and individual factors.  
Organizational factors. Organizational factors are those factors controlled by the 
organizational or unit structure such as management style, staffing ratios and schedules, and 
organizational support for new and experienced nurses. Studies focused on the effect of shift and 
shift length on the different components of professional QOL revealed conflicting findings 
(Hegney et al., 2013; Hinderer et al., 2014; Hunsaker et al., 2015; Smart, et al., 2014; 
Yoder,2010). For example, Hunsaker et al. (2015) found shorter shifts were associated with 
lower burnout and higher compassion satisfaction, whereas Yoder (2010) established 
significantly higher compassion fatigue and secondary traumatic stress with nurses who worked 
shorter shifts. Night shift work, even when adjusting for hours of sleep and specialty department, 
were found to account for a 23% increase in overall burnout (Smart et al., 2014).  
Multiple studies found leadership, collegial support, infrastructure, organizational 
support, and stress on the nursing units affect compassion fatigue and compassion satisfaction 
(Drury, Craigie, Francis, Aoun, & Hegney, 2014; Giarelli, Denigris, Fisher, Maley, & Nolan, 
2016; Kelly, Runge, Spencer, 2015; Wu, Singh-Carlson, Odell, Reynolds, & Su, 2016). This is 




colleagues and leaders have consistently been linked to higher compassion satisfaction and lower 
compassion fatigue (Drury et al., 2014; Hunsaker et al., 2015; Hinderer et al., 2014; Kelly et al., 
2015; Li, Early, Mahrer, Klaristenfeld, & Gold, 2014; Perry, 2008; Perry et al., 2011; Romeo-
Ratliff, 2014; Sacco et al., 2015; Yoder, 2010; Yu et al., 2016). Specifically, the perception of 
genuine recognition from the health care system leaders, often in the form of an award such as 
the nationally recognized DAISY™ Award for Extraordinary Nurses improves compassion 
satisfaction (Kelly et al., 2015; Perry, 2008). Additionally, leadership support and effective 
communication were overwhelmingly reported as having a significant effect on facilitating 
professional QOL (Duarte, Pinto-Guoveia, & Cruz, 2016; Hunsaker et al., 2015; Kelly et al., 
2015; Li, Early, Mahrer, Klaristenfeld, & Gold, 2014; Perry et al., 2011; Yoder, 2010; Wu et al., 
2016; Yu et al., 2016). In each of these studies, a nurses’ perception of support from their leaders 
and effective team communication were linked with higher compassion satisfaction, lower 
burnout, and/or lower secondary traumatic stress—often promoting professional QOL in all three 
sub-constructs (Duarte, Pinto-Guoveia, & Cruz, 2016; Hunsaker et al., 2015; Kelly et al., 2015; 
Li, Early, Mahrer, Klaristenfeld, & Gold, 2014; Perry et al., 2011; Yoder, 2010; Wu et al., 2016; 
Yu et al., 2016). However, Drury et al. (2014) noted major incongruence between what qualified 
as a supportive environment and ideal communication. In Drury et al.’s (2014) qualitative 
interviews, the nurses who identified themselves as being supportive mentors believed they were 
providing ideal working conditions to facilitate professional QOL, while less experienced nurses 
identified those same nurses as not supportive and a potential barrier to their professional QOL. 
Further work should be aimed at examining perceptions of specific aspects of work environment 




Nursing specialty units play a key role in the development of compassion fatigue, but that 
relationship is not yet understood on a global basis. Multiple studies (Hooper, Craig, Janvrin, 
Wetsel, & Reimels, 2010; Kelly et al., 2015; Sacco et al., 2015; Smart et al., 2014; Yoder, 2010) 
assessed for significant differences in compassion satisfaction, secondary traumatic stress, and/or 
burnout between nursing specialties units, indicating that one specialty was significantly 
associated with higher or lower compassion satisfaction, compassion fatigue, or burnout; 
however, the findings in these studies were also inconsistent. For example, Yoder (2010) 
examined nurses in six specialties, one of which was oncology and found the only significant 
difference in any of the three sub-constructs (burnout, secondary traumatic stress, and 
compassion satisfaction) was that intensive care unit (ICU) nurses had significantly higher 
compassion satisfaction than emergency department nurses. While Hooper et al. (2010) also 
found a lack of statistically significant differences between most nurses in different specialty 
except for oncology nurses having higher compassion fatigue, ICU nurses having a higher risk 
for burnout, and emergency nurses having lower compassion satisfaction. In contrast, Smart et al 
(2014) noted that critical care nurses had lower burnout scores than non-critical care nurses. 
Further, Kelly et al. (2015) found no statistically significant differences related to specialty unit. 
Despite these inconsistencies, oncology nurses were a focus, as part of a larger sample, in ten of 
the articles, most of which suggested a high risk for developing compassion fatigue or low 
compassion satisfaction (Duarte et al., 2016; Hooper et al., 2010; Potter et al., 2010; Yu et al., 
2016). All the studies comparing unit or specialty as a predictive factor conducted research in 
only one health system. Given the inconclusiveness related to the role of nursing specialty on the 
prediction of professional QOL, a multi-site study examining specialty area and professional 




professional QOL. The variations in findings may be minimized with larger scale studies or with 
qualitative studies accounting for unit culture, leadership, and other organizational factors when 
calculating specialty type as a predictive factor.  
Individual factors. Studies found individual factors have significant effect on 
professional QOL but revealed conflicting findings. There was no consensus on the influence of 
age, marital status, and work experience (Hunsaker et al., 2015; Kelly et al., 2015; Kim, Han, & 
Kim, 2014; Romeo-Ratliff, 2014; Yu et al., 2016). For example, some studies indicate that 
younger, less experienced nurses have a higher risk for poorer professional QOL (Hunsaker et 
al., 2015; Romeo-Ratliff, 2014; Sacco et al., 2015). However, other studies revealed younger age 
and less experience, were associated with the protective factor of higher compassion satisfaction 
(Finley & Shepard, 2017; Yoder, 2010). Further, Luquette (2017) found no significant 
correlations between age and experience with the dimensions of the ProQOL. Findings related to 
educational level were also inconsistent (Hegney et al., 2013; Hunsaker et al., 2015; Sacco et al., 
2015). Hunsaker et al. (2015) determined higher education levels correlated with higher 
compassion satisfaction and lower burnout. Similarly, Hegney et al. (2013) found higher burnout 
rates in nurses with lower education levels. However, Sacco et al. (2015) determined nurses with 
bachelor’s degrees had lower levels of compassion satisfaction putting them at risk for poor 
professional quality of life, compared to nurses with associate degrees.  
Studies that focused on anxiety, depression, stress, attachment styles, and personality 
traits reveal both congruent and conflicting findings. In two studies, caring closely for patients 
and the nurse’s coping abilities were associated with higher risk for compassion fatigue (Drury et 
al., 2014; Yoder, 2010). In contrast, Finley and Sheppard (2017) and Yu et al. (2016) found that 




satisfaction and lower levels of compassion fatigue. Giarelli et al. (2016) noted nurses were at 
high risk for developing compassion fatigue because they had experienced significant and 
numerous personal life stressors as measured by the Impact of Events Scale and Life Events 
Scale. Despite their risk for compassion fatigued based on their personal stressors, the same 
sample had extremely positive qualitative responses describing pride, fulfillment, and life-
affirming work as a nurse as a protection against compassion fatigue (Giarelli et al., 2016). 
Anxiety and depression were positively correlated with burnout and secondary traumatic stress 
(Craigie et al., 2015; Hegney et al., 2013; Kryss-Peak, 2018). However, Kryss-Peak (2018) noted 
the complexity within these relationships was found that more thorough analysis that 
demonstrated that it was anxiety that was predictive of depression, but that compassion 
secondary traumatic stress, burnout, and depression were predictive of anxiety. Though the 
mechanism is not fully understood, compassion satisfaction has been described as significantly 
protective against negative factors including burnout and secondary traumatic stress (Stamm, 
2010b). However, researchers do not agree on which negative states, including compassion 
fatigue, burnout, secondary traumatic stress, depression, and anxiety, have significant inverse 
correlations with compassion satisfaction (Craigie et al., 2015; Kryss-Peak, 2018; Sansó et al., 
2015).  
Critique of the literature. One major gap in this body of literature is the limited number 
of qualitative studies completed in the U.S. (Finley & Sheppard, 2017; Giarelli et al., 2016; 
Perry, 2008; Yoder, 2010) that focused on identifying and understanding influencing factors 
based on the perceptions of nurses. Quantitative studies focused on nurses’ professional QOL 
selected variables a-priori and included organizational and individual characteristics based on a 




the full horizon of experience of working nurses, nor did they seek their perspectives. Finley and 
Sheppard’s (2017) and Yoder’s (2010) studies provided detailed findings related to facilitators 
and barriers of professional QOL using qualitative and mixed methods studies. Finely and 
Sheppard’s (2017) study focused on five early-career oncology nurses. Yoder’s (2010) study 
focused on 71 acute care nurses. However, it is not known if these findings are representative of 
nurses in other settings or experience levels, such as oncology nurses, with varying experience.  
The vast incongruence among the factors affecting professional QOL may be further 
investigated by using qualitative methods to gain a deeper understanding of each of these factors 
for different nurses. For example, Hegney et al. (2013), Hunsaker et al. (2015), and Sacco et al. 
(2015) report conflicting findings related to the relationship of education level and professional 
QOL. These discrepancies might be attributed to workplace roles related to education level, 
scope of practice for advanced practice registered nurses in different states, health system 
demands, or support for furthering education. Deeper discussions with nurses related to these 
factors could shed impactful light on the subject in a way the statistical analysis alone cannot. 
Additionally, no studies specifically targeted nurses representing different levels of professional 
QOL. The proposed study will seek the perspectives grounded in each nurse’s individual reality 
and experiences. 
Additionally, eight of the studies only partially addressed professional QOL. For 
instance, most of the mixed methods or qualitative studies (Finley & Sheppard, 2017; Giarelli et 
al., 2016; Perry, 2008; Perry et al., 2011; Sabo, 2010; Yoder, 2010) and two of the quantitative 
studies (Luquette, 2017; Potter et al., 2010) focused on compassion fatigue, and omitted or 
limited the discussion related to compassion satisfaction. Therefore, a holistic view of nurses’ 




sampling limitations. Of the 30 studies, only Hunsaker et al. (2015), Politsky (2013), Sansó et al. 
(2015), and Wu et al. (2016) used professional list-serves to recruit national samples, one of 
which was in Spain. The remainder of the studies used convenience samples at a single health 
system or even a single nursing unit. Randomized sampling was not identified in any of the 
quantitative studies.  
Professional quality of life of oncology nurses. While many professional QOL studies 
included oncology nurses in the overall sample, the literature search revealed 11 studies that 
focused exclusively on describing oncology nurses’ professional QOL (Duarte et al., 2016; 
Finley & Sheppard, 2017; Giarelli et al., 2016; Jang, Kim, & Kim, 2016; Kryss-Peak, 2018; 
Perry et al., 2011; Politsky, 2013; Romeo-Ratliff, 2014; Sabo, 2010; Wu et al., 2016; Yu et al., 
2016). Full analysis of these studies, often as it relates to professional QOL of nurses outside of 
oncology, is described above and in Appendix B. Consistent with the broader body of evidence, 
researchers validated that compassion satisfaction is negatively correlated to burnout and 
secondary traumatic stress, and supportive work environments promote professional QOL for 
oncology nurses (Giarelli et al., 2016; Romeo-Ratliff, 2014; Wu et al., 2016). This more specific 
body of literature yields similar inconsistencies as the broader evaluation of factors influencing 
professional QOL. For example, Giarelli et al. (2016) and Romeo-Ratliff (2014) recommend 
further research to investigate remaining questions about how the rewarding, close, and traumatic 
relationships with patients facilitate or inhibit professional QOL.  
Uniqueness of Oncology Nursing 
Aside from studies that exclusively examined professional QOL in oncology nurses, there 
is a body of evidence that discusses the uniqueness of caring for patients across the continuum of 




nurs* and meaning. Titles and abstracts were screened for relevance. Seven articles from the last 
15 years that examined the uniqueness or meaning of being an oncology nurse were selected 
(Bowden et al., 2015; Browall, Henoch, Melin-Johansson, Strang, & Danielson, 2014; Dhotre, 
Adams, Hebert, Bottai, & Heiney, 2016; Dunn, Otten, & Stephens, 2005; Houck, 2014; Näppä, 
Rasmussen, Axelsson, & Lindqvist, 2014; Wenzel, Shaha, Klimmek, & Krumm, 2011). 
However, a classic article from 1994 was also deemed relevant as it directly related to this 
specific body of evidence, qualitatively sought the perspectives of oncology nurses from 
different regions throughout the United States and is routinely still cited in similar research on 
the topic of oncology nursing (Haberman, Germino, Maliski, Stafford-Fox, & Rice 1994). Many 
of the themes identified as integral to the uniqueness of oncology nurses mirrored the factors that 
have previously been discussed as possible facilitators or barriers of professional QOL in nurses 
but did not explicitly address professional QOL. For example, many oncology nurses discussed 
pride and fulfillment, but did not directly state they were experiencing compassion satisfaction, 
nor did the authors discuss compassion satisfaction related to these perceptions (Browall et al., 
2014; Dunn et al., 2005; Haberman et al., 1994).  
Oncology nurses describe existential struggles related to administering aggressive 
treatments, such as chemotherapy, to patients with uncertain outcomes or poor understanding and 
imperfect communication between health team members (Dhotre et al., 2016; Näppä et al., 
2014). Another situation, often unique to, or at least most prevalent in, oncology is the stress that 
comes with caring for patients and families who are not in congruence in their information, 
feelings, or thoughts. For example, oncology nurses describe challenges when patients have 
accepted that they are dying and no options remain for a cure but have opted not to share this 




torn as they care for the whole family while still respecting the patient’s wishes not to share the 
impactful change in treatment goal, including not sharing when a patient has opted for hospice 
care (Browall et al., 2014). Grief and loss experienced by oncology nurses significantly affects 
occupational stress, nursing retention, and nurses’ perceptions of their role (Bowden et al., 2015; 
Dunn et al., 2005; Houck, 2014; Wenzel et al., 2011). In these various studies, the grief and loss 
experienced is measured in different ways, but the experiences of the oncology nurses were 
consistent, particularly prior to interventions.  
Equally important to the traumatic and heartbreaking experiences are the rewarding and 
fulfilling moments that oncology nurses cite as significant in shaping their experiences and 
identities. Oncology nurses report feeling honored that patients have “chosen” them to share their 
deepest thoughts and feelings about death and illness (Browall et al., 2014) and perceive their 
specialized work has helped them learn life lessons and balance professional roles and personal 
relationships with patients (Haberman et al., 1994). In a classic study by Haberman et al. (1994), 
oncology nurses perceived their specialized work helped them learn life-lessons and to negotiate 
the boundaries, often unclear, between professional nursing care and personal relationships with 
patients. Nurses care for patients during vulnerability and extended time periods; and the 
relationships formed are often fulfilling for both parties. There is a sense of pride for oncology 
nurses who share patients’ “heartaches and triumphs” (Haberman et al., 1994, p. 41). Common to 
most oncology nurses, but surprising to many, caring holistically for patients near-death can be 
remembered as critical incidences that bring gratification (Browall et al., 2014; Dunn et al., 
2005). While these experiences are fulfilling, they can present problems with coping, particularly 
if the end-of-life experiences are for patients of young ages (Browall et al., 2014; Dunn et al., 




nursing, a Google search for the terms “oncology nursing” and “rewarding” yields 113,000 hits 
containing anecdotal stories and blogs. Further research may explain if these factors may be 
responsible for some of the complexities of oncology nurses’ professional QOL.  
Chapter Summary 
The bulk of the contemporary work on professional QOL remains in the descriptive 
stage. Investigators continue to identify factors significant in promoting professional QOL, often 
discrediting a previous study. Some investigators have moved to assessing specific interventions 
aimed to target the more established predictive and protective factors. The work in this area is 
promising but still largely inconclusive due to the variation in terms, multifaceted variables, and 
varied measurement tools, which draws challenges in comparing analogous findings.  
In the increasingly robust body of knowledge regarding predictive and protective factors 
for compassion fatigue, some specific factors such as strong institutional leadership, strong 
communication skills, and resiliency are consistently considered favorable in protecting against 
compassion fatigue, but there is no universal consensus on the broad issue or on many of the 
specifics. Additionally, searching the literature yields little evidence of nurses’ perceptions of 
facilitators and barriers of professional QOL, suggesting there is a profound lack of 
understanding of the actual perspectives of direct care nurses as it relates to their own 
professional QOL. Many of the researchers call for interventional studies directed at the factors 
they found to be most influential (Craigie et al., 2015; Kelly et al., 2015; Li et al., 2014; Potter et 
al., 2013), but such interventions will be costly and have little value if they are not targeting the 
most appropriate causative mechanisms. The Pearson Correlation and Multivariate Regression 
Analysis used by most researchers on the subject is appropriate for future work, but there also 




levels of professional QOL. Qualitative studies can provide a strong foundation for a 
comprehensive description of professional QOL’s multifaceted trajectory in nurses. A more 
comprehensive understanding of the nurses’ perceptions of what influences their professional 
QOL will allow for effective interpretation of larger scale quantitative studies, theory 





Chapter 3: Methods 
Introduction 
 Chapter three outlines the methodology of this grounded theory study. The research 
questions, design and procedures, sample and setting, data collection methods, and data analysis 
methods are described. Each step is directly related to the research questions, aims, and 
theoretical framework, while also ensuring the protection of human subjects.  
Research Purpose and Questions 
The purpose of this grounded theory study was to explore how oncology nurses 
experience professional QOL. Specifically, this study aimed to inductively derive a theory 
regarding the meaning, facilitators, and barriers of professional QOL as well as the actions and 
processes used to enhance professional QOL in a group of oncology nurses with varied perceived 
levels of professional QOL. The study addressed the following gaps: 
1. Conflicting/inconsistent findings related to facilitators and barriers of professional 
QOL in oncology nurses. 
2. A lack of an inductively derived theoretical perspective grounded in the views of 
those experiencing the phenomenon.  
3. A lack of the “voice” and perspective that reflects the uniqueness of the practice of 
oncology nursing and professional QOL.  
This study addresses the following research questions:  
1. How do oncology nurses experience and perceive professional QOL?  
2. What are the facilitators and barriers to oncology nurses’ professional QOL?  




The results of this study provide a theoretical framework, grounded in oncology nurses’ 
experiences, that describes professional QOL and the actions and processes used to sustain it.  
Grounded Theory as a Theoretical Framework 
 In 1967, Dr. Barney Glaser and Dr. Anselm Strauss, both sociologists, developed grounded 
theory as a methodology. Grounded theory is defined as theories that are derived inductively 
from the experiences and perceptions of the participants and is therefore described as “grounded” 
(Streubert & Carpenter, 2011, p. 123). Grounded theory has been extensively used to derive 
generalizable theories in nursing since the 1960s (Streubert & Carpenter, 2011). Since its 
original development in 1967, grounded theory has evolved and taken on different nuances, 
distinctions, and core beliefs by different field leaders, particularly when Strauss solely-
published his own version in 1987 and then Strauss and Dr. Juliet Corbin and published their 
adapted version of grounded theory in 1990, Straussian Grounded Theory (Corbin & Strauss, 
2015). Glasser denounced his former colleague’s 1990 publication of Straussian Grounded 
Theory, stating that “Classic Grounded Theory” is the true grounded theory (Streubert & 
Carpenter, 2011). Since the split in 1990, Straussian Grounded Theory has been revised minorly 
with updated publications, the most recently published in 2015 (Corbin & Strauss, 2015). 
Despite the differences between the 1967 and 1990 versions of grounded theory, the basic 
terminology and purpose of grounded theory methodology remains consistent (Streubert & 
Carpenter, 2011). It is essential for researchers to analyze the different grounded theory methods 
and select a methodological framework appropriate for their study, understood by the researcher, 
and usable by the researcher (Streubert & Carpenter, 2011).  
 Corbin and Strauss’s (2015), or the Straussian version, of grounded theory is rooted in 




Interactionism is the theoretical perspective that human interpretations of and relationships with 
society and the world around them forms each person’s sense of reality (Corbin & Strauss, 
2015). While pragmatism emphasizes the practicality of using concepts and beliefs to guide 
actions (Corbin & Strauss, 2015). Grounded theory provides the framework for theory 
construction based in multiple realities and readily applicable in practice (Corbin & Strauss, 
2015). Therefore, the student principal investigator (PI) engaged in multiple viewpoints and each 
participant’s truth while maintaining a practical design for research, analysis, and application 
through implementing Straussian Grounded Theory. Key assumptions of Straussian Grounded 
Theory include: the importance of how each person’s development influences their actions, how 
the actions of individuals have symbolic meaning, how interactions are shaped by shared and 
how non-shared perspectives of the individuals and are reflexive interactions, and how emotion 
can guide actions (Corbin & Strauss, 2015).  
 As is common in qualitative research, grounded theory is both a theoretical perspective and 
a research methodology. The goal of grounded theory research is to inductively derive a theory 
or framework through identifying recurring themes in findings (Streubert & Carpenter, 2011); to 
do this, identifying the core category, or concept, is key—this integrates all aspects of the theory 
(Mills, Bonner, & Francis, 2006). With Corbin and Strauss’s methodology, identifying the core 
category happens during selective coding by looking at what brings the whole story together, 
including what “feels right” to the researcher (Corbin & Strauss, 2015, p. 58). Corbin and Strauss 
(2015) recommend not using a theoretical framework outside the theoretical underpinnings of 
grounded theory. Using an additional focused framework could impede original theory 




Strauss and Corbin collaborated to define and describe their method that offers a more 
structured approach to the original classical grounded theory developed by Glaser and Strauss 
years prior (Streubert & Carpenter, 2011). Therefore, Strauss and Corbin’s grounded theory is 
also known as evolved grounded theory having evolved from the original (Mills et al., 2006; 
Streubert & Carpenter, 2011). Differences between classical grounded theory and the more 
modern adaptations are present in each of the steps of the grounded theory method and reflect the 
specific theoretical assumptions of each (Streubert & Carpenter, 2011). For example, in the 
classical grounded theory method, researchers enter their study without any preconceived ideas 
about the phenomena and do not conduct a traditional literature review prior to their study 
(Streubert & Carpenter, 2011). Strauss and Corbin advocate for researchers to engage heavily in 
the literature, including reading similar literature as well as “nontechnical literature,” such as 
opinions, letters to the editor, etc. (Corbin & Strauss, 2015, p. 33). Additionally, Glaser teaches 
interviewers to interview participants without a guide or pre-developed questions of any type. 
Strauss and Corbin take a more flexible approach, allowing for researchers to do a preliminary 
investigation in the literature and use unstructured or semi-structured interviews (Streubert & 
Carpenter, 2011).  
Research questions in grounded theory studies are broader than those in quantitative 
studies and aim to explore the experiences of a population (Corbin & Strauss, 2015). Data 
generation in grounded theory can include field observations, open-ended semi-structured or 
unstructured interviews, and document reviews (Streubert & Carpenter, 2011). Data analysis 
using coding occurs simultaneously with data gathering through constant comparison and 
continues until recurring categories are identified to form the theory (Streubert & Carpenter, 




promote objectivity, while still noting that bias is inevitable; this is unlike constructivist and 
classical grounded theory that pose there is no such thing as objectivity (Mills et al., 2006). 
Similarly, Strauss and Corbin aim to have research that is more scientific than literary (Mills et 
al., 2006). Finally, evaluation of the theory occurs to ensure fit, applicability, relevance, and 
depth (Corbin & Strauss, 2015). 
Design 
 Corbin and Strauss’s (2015) grounded theory guided the design for this study from 
participant selection and data collection methods through data analysis. Corbin and Straus’s 
grounded theory has been described as more usable by novice researchers (Heath & Cowley, 
2004). Practicality for novices was the primary rationale for selection of this methodology over 
other forms of grounded theory. Practicality was addressed through the structured approach that 
allows use of semi-structured interviews with the use of a tentative question guide (Corbin & 
Strauss, 2015). 
The aim of this study was to develop a middle-range theory that addresses how oncology 
nurses perceive professional QOL, describes the barriers and facilitators of oncology nurses’ 
professional QOL, and examines the strategies used by oncology nurses to enhance their 
professional QOL. To meet this focused aim, interview questions were developed to guide the 
interview in a conversational manner. An extensive literature review on professional QOL in 
oncology nurses informed sampling methods and design of the interview questions.  
Sample and setting. Purposive, theoretical sampling was used to identify an initial 
cohort of oncology nurses from a tertiary teaching hospital in lower Michigan and two local 
Oncology Nursing Society (ONS) chapters in lower Michigan with varying levels of professional 




United States. Social media postings were shared on the student PI’s personal Facebook page 
and multiple members of the oncology community shared the post with their friends lists and to 
applicable closed groups, such as ONS chapters’ groups or oncology units’ closed groups. 
Purposive sampling aims to identify a data-rich sample of participants with the greatest 
understanding or experiences related to a subject (Streubert & Carpenter, 2011), in this case 
oncology nurses. Theoretical sampling is similar to purposive sampling (Streubert & Carpenter, 
2011). Theoretical sampling is a method of identifying participants who will have theoretical 
relevance to the aims of a study, primarily in grounded theory studies (Corbin & Strauss, 2015). 
Theoretical sampling can encourage theory development based on the experiences of those 
central to that theory and direct sampling as concepts emerge in the data (Corbin & Strauss, 
2015). Snowball sampling was used to recruit potential participants when more data was needed 
and there were not sufficient potential participants recruited via the meetings and social media 
postings. Snowball sampling is a type of purpose sampling in which current participants identify 
potential future participants (Streubert & Carpenter, 2011). Snowball sampling occurred in two 
ways for this study. First, the student PI reminded the participants after the interviews that other 
oncology nurses were needed, particularly any who the participant thought would have valuable 
insight to add. The student PI also sent an email to past participants asking them to provide any 
names and email addresses of potential participants or to share recruitment materials with 
eligible colleagues. Sampling in this study facilitated understanding of the varied levels of 
professional QOL for nurses by using purposeful selection of nurses with high, low, and average 
perceived levels of professional QOL.  
Setting. The two ONS chapters are local branches of the national ONS organization from 




other has approximately 6–10 members at each meeting. The tertiary hospital in lower Michigan 
has 310 inpatient beds, 24 of which are inpatient oncology beds. This hospital is a level III 
trauma center, serves as one of the major hospitals for the Mid-Michigan area, and is teaching 
site for area nursing and medical schools. Nurses from the inpatient hematology oncology unit 
were invited to participate.  
Nurses recruited through hospital visits, social media, and ONS chapters were from 13 
different inpatient and outpatient oncology departments at ten different hospitals or health 
systems. Unit or department types included were hematology, oncology, oncology clinics, 
infusion centers, palliative care department in a cancer center, radiation, urologic oncology, 
specific solid-tumor (e.g., breast, brain) clinics, and clinical trials. The nurses in these roles were 
staff registered nurses and advanced practice registered nurses who provided direct patient care 
as their primary role. The nurses were from six different states across the United States: Oregon, 
South Dakota, Missouri, Florida, Kansas, and Michigan. Nurses with expertise from these varied 
but connected units cover the broad perspectives of oncology nurses who share fundamental 
specialty-practice similarities.  
The nurses from these selected units were included because they represent the broad 
range of experiences of direct care oncology nurses. Nurses from these units share or have 
similar experiences with many of the same patients over months, possibly years, with 
complementary patient care policies and protocols, and have some overlap in leadership between 
units. Most importantly, these nurses all have a primary role to provide nursing care to patients 
throughout the emotionally and physically demanding cancer care trajectory.  
The student PI does not work at the hospital or participate in either of the included ONS 




project proposal procedures. None of the sites independently conducted IRB procedures, but 
granted approval for recruitment after reviewing the study purpose, design, and procedures.  
Inclusion criteria. Registered nurses over 18 years of age who currently work as a direct 
oncology patient care provider and have worked in oncology (part-time or full-time) for one year 
or more were eligible for inclusion in the initial sample. Working in an oncology setting was 
determined by the participants themselves but the student PI offered clarification when 
necessary. Oncology departments include inpatient units named as an oncology unit or oncology 
subspecialty unit, such as hematology, but did not include medical-surgical units that may get 
patients who have cancer. Outpatient departments identified as oncology departments include 
those units or departments that predominantly see patients undergoing care for cancer, such as 
radiation oncology, infusion centers, solid tumor clinics, or clinical trials. One participant 
qualified as an oncology nurse because she worked in the palliative care department of cancer 
center, therefore, all patients in that office are going through treatment or have previously gone 
through cancer treatment. Nurses who have worked for at least one year in oncology typically 
have developed a sense of identity as an oncology nurse and have likely been exposed to 
sufficient experiences as an oncology nurse to share their perspectives. The fundamental practice 
similarities described above are based on the assumption that nurses in these different, but 
related, areas have regular and ongoing interactions with patients going through the cancer care 
journey.  
Exclusion criteria. Nurses who work per-diem or are in the float pool, or otherwise do 
not have a home unit, were excluded regardless of how often they work in oncology. The 
rationale for excluding this group of nurses is that even if per-diem nurses typically work in 




with their work. Per-diem nurses can choose the shifts or units on which they work, opt not to 
work most holidays or weekends, and can otherwise dictate aspects of their schedule that nurses 
who are part-time or full-time cannot. Nurses who do not provide direct patient care, including 
managers, were excluded because they are not exposed to the patient’s “heartaches and 
triumphs” (Haberman et al., 1994, p. 41) at the same frequency and intensity as the direct care 
nurses. Additionally, evidence suggests that leadership plays a significant role in professional 
QOL for nurses (Drury et al., 2014; Hunsaker et al., 2015; Kelly et al., 2015; Perry, 2008; Yoder, 
2010; Yu et al., 2016), which suggests that inclusion of managers may alter the overall findings.  
Sample recruitment procedures. Recruitment procedures were specific for each of the 
three settings. In order the recruit participants from the tertiary medical center, the student PI met 
with the inpatient oncology department’s manager to describe the study details and gain 
permission to recruit on the unit. Recruitment flyers (Appendix C) were posted in the 
breakrooms and nurses’ station of the oncology unit. The initial sample was recruited through 
conversations during staff shift-change huddles. During the huddles, the student PI explained the 
aims of the study, the role of participants, and the risks and benefits of participating to the nurses. 
The PI explained that any nurse who was selected for and participated in an interview would 
receive a $20 gift card to Target or Amazon. See Appendix D for the script the PI used during 
the initial encounters. Hard copy consent (see Appendix E) was obtained during those meetings 
and then the initial survey was completed on paper as well. 
Recruitment through the ONS chapters followed a similar process. First, the student PI 
met with two Michigan ONS chapters’ presidents to communicate the aims and procedures of the 
study and ask permission to hold recruitment meetings during planned chapter meetings. The 




with time to introduce the study and invite members to participate. The student PI attended one 
ONS chapter meeting for each chapter. At the meeting the student PI followed the procedures 
used to recruit at the hospital. The student PI explained the aims of the study, the role of 
participants, and the risks and benefits of participating to nurses. The PI explained that any nurse 
who was selected for and participated in an interview would receive a $20 gift card to Target or 
Amazon. See Appendix D for the script the PI used during the initial encounters. Consent (see 
Appendix E) was obtained during those meetings.  
Social media postings on Facebook using the same recruitment flyers were posted and 
shared by the student PI every 1–3 weeks throughout the recruitment period. The social media 
posting included a link to the Qualtrics survey, which included the consent and one preliminary 
survey question—self-rating of their professional QOL. The posting and recruitment flyer were 
shared a total of 47 times by the student PI and others between April 2019 and August 2019. 
Participants recruited electronically and via posters were all provided the aims of the study, role 
of participants, risks and benefits of participating, and instructions to use the student PI’s contact 
information to clarify any questions. Additionally, some potential participants asked questions 
via social media as replies to the postings shared. They were all notified in writing that they 
would receive a $20 Target or Amazon gift card for participating in an interview. 
Thirty-nine participants completed the consent and identified their global self-rated 
professional QOL level. Thirty-five of these participants were contacted for an interview at 
staggered periods of time throughout data collection. Two of the participants were not contacted 
because their contact information was not legible, and two others were not contacted for an 
interview because they filled out the consent and preliminary survey after saturation was 




varied professional QOL self-ratings. Recruitment sources and participant numbers are visible in 









Figure 1. Recruitment  
 
 
Data collection methods and procedures. Data collection occurred at multiple points 
for participants. First, nurses eligible for participation were asked to rate their professional QOL 
on a scale of 1–l0 at the time they signed the consent form. Next, a sample of nurses stratified 
based on their global QOL scores was invited to participate in the remainder of the study, which 
included semi-structured interviews, PhotoVoice, and a self-report professional QOL survey. 
Participants were given instructions for PhotoVoice first (see Appendix F). An interview was 
scheduled for approximately two weeks to one month after they were instructed to start 
Social media ONS chapter Inpatient SnowbalRecruitment method 
Number who 18 4 14 3 
8 1 4 1 Number who met 




PhotoVoice procedures. Lastly, participants were invited to complete the ProQOL survey and a 
demographics survey once the interview was completed.  
Global self-rating of professional QOL. Each participant who signed the consent, via 
hard copy or electronically, was asked to rate their professional QOL on a scale of 1–10 at that 
time. The preliminary participant pool was asked to self-rate their professional QOL on a scale of 
1–10, with one meaning very low professional QOL and ten meaning very high professional 
QOL (see Appendix H). Participants recruited in person completed this on a piece of paper 
attached to their consent. Participants recruited online completed this digitally via the Qualtrics 
link used for their consent. No further descriptions were offered to the nurses. If the nurses 
needed additional information about what professional QOL means, the student PI provided 
synonyms commonly used to describe the extremes of professional QOL as examples, such as 
satisfying vs. unsatisfying, engaged vs. disconnected, and exhausted vs. energized.  
Global professional QOL self-ratings were used in sampling for the interviews. Each 
participant was then assigned an alpha-numeric code such as A1, A2, B1, or B2 that was used 
from that point forward on all study materials and information to protect anonymity of 
participants. This process was followed for all participants recruited in face-to-face meetings and 
via social media. 
Stratification of participants. Thirty-nine nurses completed the preliminary self-rating of 
their professional QOL over a period of four months. The student PI initially contacted two 
nurses with self-identified professional QOL scores of 8–10, two nurses with self-identified 
professional QOL scores of 5–7, and two nurses with self-identified professional QOL scores of 
1–4 to include them in the interview process. Purposive, theoretical sampling continued with the 




their professional QOL in the 1-4 range, and only two of those participants were available for an 
interview. Additionally, only four of the nurses who rated their professional QOL in the 8-10 
range met criteria and were available for an interview. Participants who completed the consent 
and the initial survey in person were all screened for meeting criteria, however two potential 
participants who were recruited online did not meet criteria because they worked as per diem 
oncology nurses and had not previously realized this excluded them when completing the 
consent. Not all participants participated in the interview portion of the study. Four participants 
declined to be interviewed, one nurse was a contingent nurse and therefore did not qualify for the 
study, two nurses’ email addresses were illegible, and 15 others did not respond to their emails. 
When an insufficient number of nurses who rated themselves in the lowest and highest categories 
were available for interviews, additional nurses from the middle category were approached for 
interviews. Therefore, the end sample did not have as much variation as desired. Sampling 
continued until theoretical saturation was reached and was no new information was obtained 
which could be added to existing categories and no new categories emerged. The total sample 
interviewed included four nurses with self-identified professional QOL scores of 8–10, eight 
nurses with self-identified professional QOL scores of 5–7, and two nurses with self-identified 
professional QOL scores of 1–4. 
PhotoVoice. PhotoVoice is a data collection method focused on participants’ reflections 
of their own photographs. PhotoVoice is a technique that allows participants to capture 
photographic images that represent experiences or feelings. These photographs then stimulate 
vital discussion (Sutton-Brown, 2015). PhotoVoice was introduced in the 1990s by Caroline 
Wang and Mary Ann Burris, originating from the United Kingdom, and is recognized not only as 




Brown, 2015). This organization is involved in community and individual projects and aims to 
create “tools of self-advocacy and communication” in at-risk communities (PhotoVoice, n.d., 
para 2). Their vision is “a world in which everybody has the opportunity to represent themselves 
and tell their own story” (PhotoVoice, n.d., para 1), which is exquisitely paired with grounded 
theory research where the purpose is to derive a theory grounded in each participant’s life 
experiences and reality. Further, Sutton-Brown states that PhotoVoice “provides a culturally 
grounded and contextually situation site for reflection on visual images [and] associated 
meanings” (2015, p. 169). Typically, PhotoVoice is used in social and community projects to 
ignite change, but it has also been used in a variety of related settings, including health care (Han 
& Oliffe, 2016; PhotoVoice, n.d.; Sutton-Brown, 2015). This technique has been empirically 
shown to add value to an in-depth understanding of mental health, quality of life, and other 
socio-environmental concepts in patients in numerous grounded theory and other qualitative 
studies (Freedman, Pitner, Powers, & Anderson, 2014; Han & Oliffe, 2016; Lennon-Dearing & 
Price, 2018; López, Eng, Randall-David, & Robinson, 2005). 
Participants were asked to take photographs that communicated some aspect of their 
professional QOL, or that relayed meaning or perspective of their view of professional QOL, 
prior to their interview. The PI provided comprehensive written instructions regarding 
PhotoVoice that included how to privately and electronically share photos (see Appendix F). 
Instructions were formulated based on the work of Sutton-Brown (2015) and adapted to this 
specific population and these research aims. Participants were informed they may include a 
caption related to a photograph, but this was not required. The exact method, number of 
photographs, period for taking photographs, and content of the photography were not 




photograph meant to them and how the images represent the good or bad aspects of their 
professional QOL. Each participant had at least two weeks and up to two months to take the 
photographs. The photographs, and any accompanying captions, served as a starting point for 
discussion and further analysis during interviews. 
To maintain confidentiality, photographs were sent to the student PI’s private and secure 
email account through the University of Nevada, Las Vegas. As soon as an email was received, 
the student PI saved each photograph and caption to a secure, private, password-protected drive 
and deleted the email. Photographs were saved with the participant’s unique alpha-numeric code 
as a portion of the title. For example, a photograph title was “A13a.” All photographs were 
logged in a Microsoft Excel spreadsheet. Each row represented a different image. The first 
column in that row was labeled with the title, e.g., “A13a.” The second column in the 
spreadsheet was a brief, description of the photograph, e.g., “chemo study materials.” When an 
associated caption was also sent, it was saved in the same Microsoft Excel spreadsheet in the 
third column of the corresponding row. The student PI checked email at least twice daily for 
receipt of new photographs and captions.  
The student PI had all of the participant’s own photographs and associated captions 
available at the interviews. All photographs and captions were kept grouped by the participant 
and kept in an individual manila folder and in a secure, password protected electronic file to 
maintain confidentiality. All folders were kept locked in a filing cabinet in the student PI’s 
private office. Participants only reviewed their own photographs and captions and were not able 
to view the photographs of other participants during interviews.  
Semi-structured interviews. Semi-structured interviews were conducted in a quiet and 




distance. An interview room in the same building as the student PI’s office was used for local 
participants. Parking was provided for participants when interviews took place at sites without 
free public parking. Possible questions used during the interviews are listed in Appendix I; these 
served as a tentative guide to facilitate conversation only. The first question was broad and asked 
the participants, “what does professional QOL mean to you?” The questions and probes in the 
guide were formulated to promote discussion, address one issue per question, maintain 
neutrality, and explore the participant’s comprehensive experiences on the topic of professional 
QOL based on the recommendations of experts in the field of qualitative interviewing (Glesne, 
2016; Knight, 2013; Rubin & Rubin, 2005; Streubert & Carpenter, 2011). As data collection and 
simultaneous data analysis progressed, additional questions were added to the interview guide to 
investigate areas of ambiguity and elicit theoretical clarity. Questions added throughout the 
interview process are noted on the interview guide in Appendix I. 
A conversational tone was facilitated by the student PI’s sensitivity to relevant prompts 
and ques during the interview and the use of communication strategies to allow for ongoing 
discussion. Interviews took an average of 48 minutes and ranged from 32 minutes to an hour and 
20 minutes. Interviews were audio recorded and transcribed. Consent for audio recording was 
specified on the informed consent form (see Appendix E). Participants who participated in the 
PhotoVoice portion and were interviewed via video conferencing were able to view their photos 
simultaneously with the researcher using screen sharing to facilitate discussion.  
Study instruments. The ProQOL Version 5 survey (Stamm, 2009; see Appendix A) and 
demographic data survey were collected and analyzed in conjunction with qualitative findings. 




influence from questions in the survey or preconceived notions about professional QOL on 
participant responses.  
Demographics. Demographic survey questions were designed to describe the participant 
sample (see Appendix J). Race and ethnicity questions were formatted similar to those in the 
United States Census Bureau (n.d.). The gender question was phrased to be sensitive to how each 
participant identifies their own gender (Fryrear, 2016). Education, work hours per week, and age 
questions reflect demographic descriptions described in the existing evidence related to oncology 
nurses’ professional QOL (Duarte et al., 2016; Finley & Sheppard, 2017; Giarelli et al., 2016; 
Jang et al., 2016; Kryss-Peak, 2018; Perry et al., 2011; Politsky, 2013; Romeo-Ratliff, 2014; 
Sabo, 2010; Wu et al., 2016; Yu et al., 2016) and were based on the typical populations of nurses 
who work in various oncology offices, departments, and units. Institutional and unit description 
questions were used to describe the various work settings of the oncology nurses participating. 
Demographic results were used to describe the sample.  
ProQOL. The ProQOL Version 5 is a broadly used instrument to measure the three 
subsets of professional QOL: compassion satisfaction, burnout, and secondary traumatic stress 
(Stamm, 2010b). There is no global score calculated with the ProQOL. Each of the three 
subscales has normative scores for interpretation to identify a high, moderate, or low level for 
each of the scores. The compassion satisfaction, burnout, and secondary traumatic stress 
subscales have Alpha scale reliabilities of 0.88, 0.75, and 0.81 respectively (Stamm, 2009). The 
ProQOL earlier editions as well as Version 5 were created for social work therapists working 
with trauma victims but is now used widely among multiple “helping” professionals such as 




The results of the ProQOL (Stamm, 2009) surveys served as a comparison to the nurses’ 
self-reported professional QOL as well as the findings from the study. For example, nurses 
scored significantly higher in compassion satisfaction and lower in burnout and secondary 
traumatic stress than was anticipated based on their self-rated professional QOL, which offered 
insight about the sensitivity and validity of the ProQOL within the study sample of oncology 
nurses. Additionally, comparison of participants’ responses to specific ProQOL items compared 
with categories that emerged from the interviews offered an additional layer of analysis. While 
survey responses were evaluated in conjunction with the interview responses, there is not a large 
enough sample to determine statistical significance or draw generalizable conclusions and was 
not the intent of this study. 
Data analysis procedures for identifying categories and uncovering theory. Data 
collection and data analysis were completed as an interactive process. Corbin and Strauss’s 
methodology guided the entire process, starting with the first interview. Interview responses and 
photographs taken by the participants were analyzed to detect preliminary categories. Recurring 
categories were identified with coding in three ways: open coding to identify initial themes, axial 
coding to focus on relationships among the themes, and selective coding to identify the most 
central concept to uncover a theory. Coding took place sentence by sentence. First, the student PI 
used open coding to identify major concepts and recurring patterns, and then categorized them 
into higher-level constructs (Corbin & Strauss, 2015). Axial coding with constant comparison 
continued as the codes were compared to other data and codes to further group and identify 
category relationships (Corbin & Strauss, 2015). During coding, the student PI also wrote memos 
to describe relationships and connections as they were identified. Constant comparison and 




Theory of Oncology Nurses’ Professional QOL. Data analysis was done in Microsoft Word, 
often with hand drawings of conceptual relationships.  
Audio transcripts. All interviews were audio recorded with the permission of the 
participants. Transcripts were reviewed by the student PI while listening to the audio recordings. 
Accuracy of transcripts was noted, and corrections were made where appropriate. Additional 
notes were made regarding non-verbal communication, tone, and inflection in voices during this 
transcript audit. Transcript review took place as soon as possible after the interview so the 
student PI could immerse herself in the interview while the memory was recent and reflect on the 
full scope of the nuances shared by each participant. Theoretical memoing also occurred at this 
time and through the other stages of coding. Memoing allowed the student PI to go from the raw 
data to conceptual relationships and critical connections between all the transcripts (Birks, 
Chapman, & Francis, 2008).  
 Preliminary analysis. Field notes were taken during each interview. Field notes served as 
an important aspect in jotting down preliminary thoughts as they were stimulated during each 
interview (Corbin & Strauss, 2015). Transcripts were converted into tables with the left column 
as the narrative from the interview and the right column available for coding. Interviews were 
coded as soon as possible once transcripts were received and checked for quality. First, each 
interview transcript was read while field notes were reviewed initially. Field notes being read at 
this time helped the student PI become immersed in the data, especially if a couple days had 
passed since the interview. The student PI then read the transcript again, coding sentence by 
sentence using language as close to the participant’s as possible. The participants’ language was 
used to maintain the integrity of the data (Corbin & Strauss, 2015). During this time, meaningful 




comments function for efficient reference during constant comparison. This process was 
followed for each interview. 
 Open coding. Open coding occurred after each interview as well. The first concepts that 
emerged were “lower-level,” which is expected according to Corbin and Strauss (2015). For 
example, a code of “patients” emerged as a lower-level code early in the process, and, through 
iterative analysis and review, become more clearly defined as nature of patients with cancer, 
being with patients, and relentlessness of the cancer experience. After the third interview, open 
coding also involved color coding. This facilitated comparing codes between interviews, 
especially as the number of transcripts grew. Through open coding, categories emerged and were 
grouped by what research question they helped answer. Properties associated with the identified 
categories were also listed during this step of coding. The list of properties grew and was revised 
continually as each interview offered clarity to the emerging categories. Many of the categories 
identified during this phase were tentatively named and included question marks when 
particularly unclear. Corbin and Strauss (2015) note that the meaning of data is often unclear 
early in the process. It was important to note the areas of uncertainty so the interview guide and 
sampling could be tailored to answer the pending questions.  
 Axial coding. After the fourth interview, a table was created to begin axial coding. This 
table underwent many iterations but served as a starting point for clustering conceptually similar 
categories. The color coding started in open coding was continued in the table during this phase 
so that colors were used consistently. For example, yellow was always used to designate data or 
categories that addressed support networks and relationships. The table created at this time 
included the emerging categories, sub-category that had been identified in open coding, 




version was created that included the categories and sub-categories but did not include 
participant exemplars. This concise, color-coded table was updated and printed so it was easily 
available during all subsequent coding so the student PI could highlight participants’ statements 
on their transcripts in the appropriate color, as well as note the sub-categories in the right column 
of each transcript. This facilitated constant comparison.  
 Selective coding. Selective coding is the process by which the most central, or core, 
concept of the theory is identified (Corbin & Strauss, 2015). After the second interview, it was 
clear that the participants’ priority was optimal outcomes for their patients. Initially, this was 
identified as a potential core concept of this theory. Eventually, through the iterative process, this 
was revealed as the consequence of oncology nurses optimal experiencing professional QOL and 
not actually the core concept. After reviewing the data and coding, the core concept emerged as 
Reconciling Incongruencies.  
 Constant comparison and other strategies implemented. Corbin and Strauss (2015) 
emphasize the importance of analysis starting at the first interview. The first interview served as 
the starting point for analysis and multiple strategies were implemented to ensure accurate 
analysis of the participants’ perspectives. The first participant, Participant A2, was highly 
prepared for the interview and was able to provide organized, pre-considered perspectives about 
her professional QOL. Therefore, coding was centralized around her statements and expanded 
upon in subsequent interviews.  
Constant comparison as described by Corbin and Strauss (2015) was used throughout the 
process. Transcripts were read and re-read after each interview to reexamine data to ensure 
newly identified categories were assessed for in earlier interviews. As mentioned, the coding in 




interviews allowed for a more robust analysis of those initial interviews that served as the 
framework of the study. Constant comparison allowed for validation of categories that emerged. 
Corbin and Strauss (2015) note that when a “concept is repeated in subsequent data or in the next 
interview, we have some validation of the original concept” (p. 87).  
Memos and diagrams served an important role in analysis. Memos were written to help 
conceptualize the theory as it was emerging but before it was clear how all of the categories 
related. Memos and diagraming were often written after leaving the data for a period and coming 
back to it (Corbin & Strauss, 2015). Leaving the data and returning to it allowed a fresh look at 
the categories and raw data. Further, the student PI used diagramming with arrows, shapes, and 
categories to help visualize the theory as it was emerging.  
Finally, as a novice researcher, it was essential that the student PI sought expertise from 
an experienced qualitative researcher. The student PI and dissertation chair met after every two 
to four interviews to review the analysis. The dissertation chair reviewed transcripts and coding 
prior to each meeting and added additional codes or notations regarding existing ones. The PI 
and the dissertation chair had lengthy discussions considering individual interviews, categories 
as they emerged, and relationships among the categories. The iterative process and frequent 
articulation of findings facilitated the process by bringing clarity, validation, and prompting 
critical reflection.  
Evaluation. Finally, after the rigorous process of developing the professional QOL 
theory based on the categories identified, evaluation was necessary to ensure applicability, 
completeness, and accuracy of the theory (Streubert & Carpenter, 2011). Corbin and Strauss 
(2015) support evaluating the four primary properties of a theory, as originally described by 




1. First, the requisite theory must closely fit the substantive area in which it will be 
used.  
2. Second, it must be readily understandable by laymen concerned with this area.  
3. Third, it must be sufficiently general to be applicable to a multitude of diverse 
daily situations within the substantive area, not just to a specific type of situation.  
4. Fourth, it must allow the user partial control over the structure and process of 
daily situations as they change over time. (Glaser & Strauss, 1967, p. 239) 
Further, Corbin and Strauss (as cited in Streubert & Carpenter, 2011) recommend the following 
aspects of the theory be evaluated to help ensure quality: “(1) fit, (2) applicability, (3) concepts, 
(4) contextualization of concepts, (5) logic, (6) depth, (7) variation, (8) creativity, (9) sensitivity, 
(10) evidence of memos” (p. 137). The research team evaluated for these properties. Further, 
participants participating in member checking were asked to evaluate the theory based on these 
properties.  
Procedures to ensure trustworthiness and rigor. Measures through each step in this 
study were aimed at ensuring rigor and trustworthiness of the findings. The student PI initially 
obtained permission from the various recruitment sites, followed by IRB approval from the 
University of Nevada, Las Vegas. The University of Nevada, Las Vegas IRB determined this 
study met criteria for an exempt study (see Appendix K). The questions on the interview guide 
were designed to provoke the actual experiences of the participants as opposed to what the 
participants or the investigators thought the answers should be (Streubert & Carpenter, 2011). 
The student PI took notes during the interviews, then reviewed transcripts of recorded interviews 
to ensure transcript accuracy. Coding took place as an iterative process guided by Corbin and 




categories are consistent with the feelings expressed by participants. Once interviews were 
coded, ten participants were asked to review the researcher's analysis to verify if their thoughts 
have been accurately represented (Streubert & Carpenter, 2011). Five of those nurses agreed to 
and participated in this member checking. All of which articulated how well the theory, 
categories, and sub-categories captured their perspectives. Participants who participated in 
member checking, or respondent validation, received an additional $10 gift card for Amazon or 
Target. To contribute to the validity of the theory, an experienced qualitative researcher, who 
was also the dissertation chair, helped to review the coding, interpreting, and evaluating of 
categories. The additional members of the committee were also experienced qualitative 
researchers with experience in related content areas. Biases from the researchers’ own 
experiences related to professional QOL and nursing were addressed through reflective 
journaling whenever evident. The student PI journaled her thoughts and biases related to 
professional QOL as well to help address biases.  
Protection of human subjects. Exploration of the unique phenomenon of professional 
QOL required special considerations to ensure privacy, establish participant comfort, and 
anticipate possible intense emotional responses to facilitate honest responses and participant 
well-being. UNLV office of research integrity reviewed the study and determined it met criteria 
for exempt status. Interviews were conducted in a private and inviting office or similar setting 
with comfortable seating. An interview office at the PI’s university of employment was used for 
some of these interviews. Therefore, permission was requested (see Appendix L) from the 
university that employs the student PI. The PI secured parking passes for all participants opting 
to be interviewed at the student PI’s office site. The practice of providing information on 




Thompson et al., 2014) are important ethical considerations when performing qualitative 
interviews with participants on a topic that can be potentially traumatizing or distressing. 
Participants were informed that their personal data and responses are de-identified, kept 
confidential, and only reported as aggregate results. They were also informed they were able to 
take a break or stop the interview at any point. Resources for counseling, information on self-
care practices, and information about compassion fatigue were available to participants. 
Additionally, the interviewer was also cognizant of and continually assessing the verbal and non-
verbal responses.  
Confidentiality was of the utmost priority in this study. Each participant was given a 
unique alpha-numeric code at the time they signed the consent document. From that point 
forward, all photographs and captions, interview transcripts, and survey responses were only 
coded with that alpha-numeric code to protect the anonymity of each participant. Only the 
student PI has the list of names that correspond with each unique alpha-numeric code. Corbin 
and Strauss (2015) emphasize the importance of omitting any identifying information from 
memos, diagrams, or coding before sharing with other researchers. Strict adherence to this 
ethical practice was followed at all times when sharing information between the student PI and 
the dissertation chair. The confidentiality of participants was ensured through storing all digital 
data on password-protected personal drives on password-protected computers and storing hard 
copies of notes in locked cabinets within the student PI’s private, locked office, as well as 
privacy during all interviews.  
Chapter Summary 
Straussian Grounded Theory was used to derive a theory that facilitates predicting 




interviews, and survey responses. Despite the rigorous planning and adherence to the research 
design described, the need for a variability allowance as needed within each step was recognized 
(Corbin & Strauss, 2015). Flexibility was allotted for in each step. The entire process was 
designed to ensure the accuracy and trustworthiness of conclusions, thereby creating this theory 







Chapter 4: Study Results 
Introduction 
This chapter addresses the demographic, qualitative, and quantitative findings of this 
grounded theory study. The qualitative findings are presented as the Theory of Oncology Nurses’ 
Professional Quality of Life and answer the following research questions:  
1. How do oncology nurses experience and perceive professional QOL?  
2. What are the facilitators and barriers to oncology nurses’ professional QOL?  
3. What actions and processes do oncology nurses use to enhance professional QOL? 
Demographic Findings 
The fourteen study participants were all female and identified as Caucasian and non-
Hispanic (100%). The largest age group was 25–44 years old (42.86%) and had earned a 
bachelor’s degree as their highest degree in nursing (50%). The sample’s educational preparation 
is reflective of the population of nurses in the United States (Smiley et al., 2018). However, the 
sample was younger in age than the country’s nursing population’s average age of 51 years old, 
and racial and gender distribution was slightly less diverse than the greater population of 
American nurses (Smiley et al., 2018). Four participants were employed on inpatient units and 
ten in outpatient units. However, during the interviews, all participants indicated they had 
previous experience working on inpatient oncology units and many had worked in multiple other 
oncology settings besides their current units. Two participants worked part-time hours while the 
remaining 12 worked at least 36 hours per week. Additionally, five of the 14 participants were 
enrolled in a nursing program of study (BSN, Doctor of Nursing Practice [DNP], or PhD in 
nursing) during their participation in this study. Table 1 displays the comprehensive 





Demographic Findings N = 14  
Type of Oncology 
Setting 
n Percentage  Type of Oncology 
Specialty 
n Percentage  
Inpatient 4 28.57%  Clinic 5 35.71% 
Outpatient 10 71.43%  Infusion center 4 28.57% 
Magnet designated 3 21.43%  Clinical trials 3 21.43% 
Research or university 
hospital  
5 35.71%  Medical oncology/hematology 8 57.14% 
Community hospital 2 14.29%  Radiation 1 7.14% 
    Stem cell transplant 0 0 
    Surgical oncology  0 0 
Education    Age   
ADN 3 21.43%  18–24 1 7.14% 
BSN 7 50%  25–34 3 21.43% 
MSN 4 28.57%  35–44 3 21.43% 
Non-nursing bachelor’s 
degree  
1 7.14%  45–54 5 35.71% 
Currently enrolled in nursing 
program of study (BSN, 
DNP, or PhD) 
5 35.71%  55–64 2 14.29% 
 64 or older 0 0 
Note. Data in Table 1 reflects survey responses to demographics survey (Appendix J). All professional experience 







Overview of theory. The qualitative portion of this study aimed to inductively derive a 
theory focused on oncology nurses’ professional QOL that integrates the meaning and 
experience, the barriers and facilitators, and the processes used to enhance professional QOL. 
The findings from this study revealed the central, or core, concept of the developed theory as 
Reconciling Incongruencies. During the final, or selective, phase of coding, it became clear that 
Reconciling Incongruencies was a pervasive component linked to each of the categories 
describing professional QOL, facilitators and barriers of professional QOL, and the processes 
and actions oncology nurses use to enhance their professional QOL, thus addressing the research 
purpose and questions. Reconciling Incongruencies was the central phenomenon around which 
all the other categories were integrated. Because of this, it was found to be the core concept of 
this theory.  
Using findings from the participants’ responses, a definition of professional QOL was 
synthesized from the core and main categories: professional QOL for oncology nurses is a 
process by which they continually Reconcile Incongruencies within the context of the fluid field 
of oncology nursing. This process involves a having a sense of Accepting the Context of 
Oncology Nursing, Bettering the World, Pursuing a Calling, and Being Valued. External 
facilitators and barriers include patient factors, support relationships and networks, and system 
or organizational factors. Strategies and processes oncology nurses use to enhance their 
professional QOL include processing experiences, regulating approach, and caring for self. The 
consequences related to oncology nurses’ professional QOL were categorized as oncology 
nurses’ wellbeing, oncology patient outcomes, and stability of the oncology nursing workforce. 










































Oncology nurses’ professional QOL core concept: Reconciling Incongruencies. 
Reconciling Incongruencies emerged as the core concept because participants consistently 
described being faced with inconsistencies in their professional roles. “Reconciling” involved a 
kind of balancing and embracing that each nurse described in order to experience positive 
professional QOL. While “incongruencies” referred to the multiple layers of inconsistency and, 
at times, conflicting priorities and values they encountered over the course of their careers. 
Reconciling Incongruencies was essential for oncology nurses to achieve positive professional 
QOL and involved an ongoing process of finding balance and overcoming dissonance within 
each of the main categories of professional QOL. Both aspects of Reconciling Incongruencies, 
finding balance and overcoming dissonance, were so prominent that examples of each will be 
provided in this overview as well as embedded throughout the other categories (Accepting the 
Context of Oncology Nursing, Bettering the World, Pursuing a Calling, and Being Valued). 
Finding balance refers to how an oncology nurse finds balance between two competing factors 
(personal QOL and professional QOL, joy and sadness, feeling exhausted and feeling energized). 
While overcoming dissonance refers to how an oncology nurse is able to work through 
dissention between the expectations and the reality of their professional role and work setting.  
For example, within the category Pursuing a Calling, in order to reconcile 
incongruencies, participants described having to find balance when experiencing intense 
emotions and ultimately find joy amidst the sadness. The nurses witnessed and experienced 
suffering and multiple layers of loss that resulted in their feelings of sadness and bleakness. 
However, some were able to relish in their feelings of joy and passion for their work to reconcile 




them find joy in pursuing their calling to be an oncology nurse. Participant E2’s initial response 
when asked what professional QOL means to her was:  
“…it's about finding joy in your work, not just being satisfied but actually finding 
meaning and joy in what I do” (E2). 
 While most participants were able to describe how they are currently or have at one point 
in their career been able to experience some level of joy, most also acknowledged the sadness 
they feel for their patients:  
“Then for my side of it, I have all this grief built up in me for them, and it doesn't really 
get released very often” (A2). 
Participants addressed the happy and sad emotions they feel and how they balance each other as 
well as how their perspective helps them find the joy:  
“It could just be one little thing that makes something feel like it's not so bad…” (A2).  
Another example of finding balance is found in the nurses’ descriptions of how they 
muscled through challenging situations. Nurses in the study described conflict in muscling 
through as they feel an immense need to be in multiple places at once, to put others’ needs above 
their own, and to adapt their emotions and approach to what is needed by a patient in that 
moment. They must find balance amongst these competing demands.  
“…when I come out of a patient's room where they've just been told that they [their 
cancer] progressed, or they have to go on hospice or whatnot, and then you have to go to 
the next patient's room who is waiting to know ‘am I cured?’, you have to kind of almost 
put a mask up of ‘I didn't just walk out of this patient's room and leave them crying 




When an oncology nurse cannot master the immediacy or adaptability required, or when 
they put their needs aside to an extreme, they may experience inadequate professional QOL. On 
the other hand, balancing multiple patients’ competing needs with their own needs helps them 
push through:  
“…put your best face forward and still have all these other patients you have to take care 
of” (A9). 
This balance may be different for each nurse and fluctuate for one nurse over time. For example, 
Participant D1 describes how her grief for a loss in her personal life had to be pushed aside in 
order to put the patients first:  
“I just muscled through and she's like, ‘Don't do that. You know, if you need me to just 
come out and get me and I would have gone in’” (D1). 
 In addition to finding balance, nurses described their experiences of overcoming 
dissonance in order to Reconcile Incongruencies. The participants described ongoing tension 
created by conflicting realities and expectations in their professional lives. A key element of 
experiencing professional QOL is how the nurse can overcome their own dissonance between the 
reality of their job and their own expectations of themselves or the expectations set by their 
facility. Participants described some additional aspects and properties of overcoming dissonance 
between their reality and expectations, like feeling forced to cut corners, not meeting 
expectations, and feeling morally aligned with the role expectations: 
“I also, in my mind, want to be able to do what my job's supposed to be able to do, to the 
best of my abilities…” (C2). 
Many of the examples of dissonance revolved around the participants’ personal values and the 




“Also, again, realistic when you're ... You have to look at your goals with any patient. 
Sometimes the goal is cure. Isn't that wonderful? But can we do that for everybody? No. 
Sometimes it's to give them more life without the disease. That's a good thing too. 
Sometimes it's just simply to keep the disease from growing. That's a good thing too... 
So, figuring out your goal for that patient is helpful. Again, realistic” (D2). 
 The core concept, Reconciling Incongruencies, addresses the complexities of not only 
finding balance and overcoming dissonance amongst competing demands or factors, but also 
how nurses must find peace with the way they find that balance. These trends are prominent 
throughout the categories of the theory (Accepting the Context of Oncology Nursing, Bettering 
the World, Pursuing a Calling, and Being Valued) as well as throughout the categories that 
address the external and intrinsic factors that influence an oncology nurse’s professional QOL. 
Those who consistently reconcile incongruencies experience optimal professional QOL while 
those who struggle to reconcile the incongruencies experience inadequate professional QOL. 
Category 1: Accepting the Context of Oncology Nursing. Accepting the Context of 
Oncology Nursing emerged as a category early in the analysis process. It is an important 
category to describe essential contextual information about the precepts of being an oncology 
nurse. Interview responses emphasized the need to understand the fluid and challenging nature of 
oncology nursing. Axial coding identified three sub-categories contributing to how oncology 
nurses function in the context of oncology nursing: (1) expecting growth, change, and challenge; 
(2) knowing the demands; and (3) embracing the complex relationship between time and 
oncology nursing. Figure 3 represents Accepting the Context of Oncology Nursing and the sub-
categories that emerged. This category acts as a foundation for understanding and addressing 



























































Participants consistently emphasized their “eyes wide-open” approach, or full awareness 
and acceptance, of all the physical, intellectual, and emotional work that oncology nursing 
entails. As they described various extremes in professional QOL, they acknowledged that they 
were not expecting their work to be easy in any way. Accepting the Context of Oncology Nursing 
is the first category because it is the foundation for oncology nurses’ professional QOL. The 
more complex and existential categories are connected to this foundational acceptance of the 
contextual nature of oncology nurses’ practice. The degree to which an oncology nurse embraces 
or accepts the context of oncology nursing contributes to the degree they experience professional 
QOL. Essentially, if they have inadequate professional QOL or inadequate aspects of 
professional QOL, it may be because they do not expect or enjoy change, growth, demanding 
work, or long and complicated relationships with patients, so the other key categories of 
oncology nurses’ professional QOL cannot be progressed.  
Sub-category 1a: expecting growth, change, and challenge. The challenging nature of 
their work was often recognized by the participants. They felt that the world of oncology is ever-
changing, which requires oncology nurses to continuously grow and learn to meet the needs of 
the patient population and the science. Properties of this category include desires for continual 
learning and knowledge expansion, expanding opportunities, valuing work that is not task-
oriented, assumptions that the science and technology are ever evolving, and a nurse’s need to 
adequately prepare for these inevitable changes. Participant A9 described her beliefs about the 
expectations for ongoing learning: 





Further, Participant C4 describes how she thrives with the expanded opportunities within the 
changing world of oncology: 
“I like to always be moving forward, in a sense. And I feel like I’ve never felt completely 
comfortable in my job yet. I like that” (C4). 
 Others, like Participant A18, focused on the specifics of keeping up with the science for the 
expanding list of cancer treatment agents (See Figure 4): 
“It’s very challenging to learn about new medications, and it’s always changing and 










Sub-category 1b: Knowing the demands. The nurses interviewed for this study described 
the physical and emotional demands of oncology nursing in numerous ways, but most focused on 
the emotional demands of their roles. All these demands require energy expenditure from the 
nurse. Participant A7 acknowledged that this work is too demanding for everyone: 
“I think that they have to understand that this is not a type of nursing for everybody” 
(A7). 
Participant B1 verbally and non-verbally, with sighs and a strained, overwhelmed tone, reflected 
on the physical and emotional demands for her population at a time when her unit was heavily 
occupied by patients acutely ill with hematologic malignancies. 
“You would take the febrile neutropenics. We would have a lot more acute leuks … But 
we would have at times six people between your mantle cell lymphoma… they would get 
so sick and come in and you're doing TPN... And then our blood…” (B1). 
While Participant A7 focused more on the emotional demands. 
“… it becomes hard when they pass away because we do spend so much time with them. 
Yeah, that's all you know, it definitely takes a toll on you emotionally and mentally, and 
physically is a whole other issue. But you know, for all of those things that you do, you 
have patients when you lose them, it's just hard. It's a hard thing to cope with” (A7). 
The emotional demands of the work can take a toll and cause some nurses to have such 
inadequate professional QOL that they need to leave the specialty. Participant A4 described her 
experience, saying:  
“I've had some younger nurses that just can't take it, the death and the dying” (A4). 
There is an expenditure of energy that this work demands, and this intensity relates to an 




expenditure that comes with oncology nursing. There is an energy drain that is expected and 
tolerable, and then there is a component that is not expected, and this can take a toll on the nurse. 
When asked what it feels like to have poor or inadequate professional QOL, many participants 
responded with “exhaustion” or “draining.”  
“I would feel exhausted, emotionally spent” (E2). 
“It kind of sucks the life out of you. It’s more of a drain. You come away every day with 
a deficit instead of feeling energized” (A4). 
Conversely, participants addressed how they balance the energy expenditure when they 
are experiencing optimal professional QOL. There was not unanimous agreement about how the 
energy expenditure felt when nurses were experiencing good professional QOL, but it was clear 
that it was not draining in the way described for inadequate professional QOL. For example, 
some described work as energizing:  
“I think I feel energized. I think it feeds me” (E2). 
While others describe a fulfilling exhaustion:  
“And at the end of the day, I felt good. I was like, ‘Whew, I just ran a 26-mile marathon, 
and I did it and I did a lot of good. Can I actually get up and do this again tomorrow?’” 
(C2). 
Further, Participant A16’s thoughts articulate how she is able to reconcile incongruencies related 
to her energy expenditure.  
“Of course, there's days when you go home just exhausted and drained and all that. Of 
course. But as a whole, I think it's because I do go home at the end of the day feeling like 




goals, that it doesn't drain me in the way that working in a field that I felt no value in 
would drain me” (A16). 
Sub-category 1c: Embracing the complex relationship between time and oncology 
nursing. The concept of time emerged early in the interview process as a sub-category of its own. 
The properties related to time included: time with patients (on a given shift and over a longer 
period), time with colleagues, time dedicated to thinking about patients and work, and that 
feelings and responses may be contextual based on the point of time in one’s life or career. 
Participant A9 addressed how time with patients differs in various settings: 
“(I’m) outpatient, so I’m not really seeing them when they’re at their sickest like you do 
when you’re inpatient” (A9). 
Participant D2, another outpatient nurse, elaborated on that issue:  
“…there wasn’t time to really… and the visits, the time with the patients was so short. I 
didn’t get so attached” (D2). 
Conversely, Participant A7 smiled and fondly described her experience:  
“…you know, some patients you’re just with so long, there’s no way not to get attached 
to them” (A7). 
Summary of category 1. Accepting the Context of Oncology Nursing describes an 
essential aspect that oncology nurses must accept in order for them to experience professional 
QOL. Participants focused on fluidity of oncology nursing and the importance of oncology 
nurses to embrace the fluidity of this specialty. Oncology nurses may function in the context of 
oncology nursing when they expect growth, change, and challenges; know the physical and 




Category 2: Bettering the World. One of the main categories within the Theory of 
Oncology Nurses’ Professional QOL relates to having a sense that they were contributing to a 
larger more relevant context; that they were Bettering the World. Participants emphasized their 
need to care for others, during their most vulnerable times, to the best of their abilities. Figure 5 
represents the main category, Bettering the World, and its sub-categories that emerged from the 

















































Statements that comprised Bettering the World were some of the most pervasive throughout the 
interviews. Participant C2 even used this terminology when asked what professional QOL meant 
to her: 
“Contributing to, I don’t know, doing my part to make the world a better place. Using my 
gifts” (C2). 
The two sub-categories within Bettering the World are (1) making a difference and (2) 
applying my education, gifts, and experience. These two sub-categories both work together to 
make the world better, particularly for those living with and surviving from cancer. Oncology 
nurses have an innate desire to provide optimal care and make a difference for their patients. 
However, the competing demands and work environment may impede an oncology nurse’s 
ability to perform care at the level they expect of themselves. 
 Sub-category 2a: Making a difference. Making a difference is central to the participants’ 
professional QOL and was often cited as the reason they became a nurse or oncology nurse in the 
first place. The participants described their innate need to make a difference, which is illustrated 
by having a sense of contribution, impacting the lives of others, and having patients feel 
connected to them as their nurse. Participant E2 acknowledged her awareness of her patients 
feeling connected to her and her sense of making a difference. 
“I know they remember me, and I try to remember them. That’s part of that pause when 
you go into a room. ‘Okay, I might forget about this, but that patient and their family 
might remember my words for the rest of their life’” (E2). 
 Many participants spoke about the importance of making a difference through their role in end-
of-life planning and care. For example, Participant A18 described situations that reinforced that 




“…if I helped somebody come to the decision to go on hospice and it was a very difficult, 
arduous, personal journey for them, those things stand out to me. Being able to help bring 
families together, end of life, those things stand out” (A18). 
Participant A16 shared an example of how her care at the end of someone’s life made a 
difference. She only learned of the difference she made by chance and realized then how often 
she makes a difference in the lives of others but may not ever know how they felt.  
“She was not ready to die. But as we saw her getting more and more symptomatic, it 
became like, ‘What are your goals here?’… Eventually, she chose hospice care, and she 
passed away at home with her husband of over 50 years. By all accounts, had a lovely 
death and pain-free ... she just touched me so much that, I went to the funeral and her 
husband introduced me to their two daughters… my daughter has her daughter as her 
Sunday school teacher… I approached her daughter and said, ‘I knew your mother.’ She 
looked at me totally shocked. I said, ‘Yeah.’ I said, ‘… I just thought the world of your 
mom. It was just such an honor to know her, and I know you're going to take great care of 
my little girl because your mom was such an awesome lady.’ She got really teary and 
said, ‘I can't tell you how much that means to me to hear that.’ … She was really touched 
by that, and I thought, even when we don't feel like we're making a big difference, we get 
to make the big difference. That just made me super-happy” (A16). 
Additionally, Participant A16 was one of three participants who spoke about how she knew she 
was not making a difference in a previous career and how that was a catalyst for her to pursue 
her calling of nursing. 
“I was doing billing for a magazine and sitting in a cubical. That was a miserable period 




lights all day long and feeling like I had accomplished nothing that had any impact on 
anybody, that nobody would care about it. That summer, I left no impact on the world at 
all…I knew I wanted to do something that at the end of my life, I could look back and 
say, ‘I made a positive difference in the world’” (A16). 
 Sub-category 2b: Applying my education, gifts, and experience. Providing optimal care 
was of the utmost importance to every participant interviewed. Participants viewed their ability 
to apply what they have learned, their unique “gifts,” and their experience to provide quality, 
holistic care as highly integral to their professional QOL. Quantitatively, there were more 
exemplars of this sub-category than any other. However, much of what led to the emergence of 
applying my education, gifts, and experience were the non-verbal validations of how much each 
of these participants want to provide the best care to their patients.  
Participants described using their knowledge and skills (gifts) to be able to do a good job 
for their patients, advocating for patients, dedicating adequate time with patients, minimizing 
suffering, being compassionately honest, recognizing and meeting patients’ needs, putting each 
patient first, caring for families, making patients feel heard and cared for, and caring for the 
holistic needs of patients. Participant A9 addressed recognizing and meeting patients’ needs and 
making patients feel heard: 
“…making them feel like they have a life outside of their cancer diagnosis” (A9). 
Many nurses spoke about minimizing suffering. For example, Participant A2 described 
minimizing suffering in patients with brain tumors and Participant C2 addressed challenges with 
end of life care.  





“But even the ones with terminal restlessness, we got them through it” (C2). 
Further, oncology nurses’ education and experience inform the care they provide and 
often influences their beliefs regarding the morality and justness of care for patients. Participant 
A18 stated that to experience professional QOL, she needed to morally agree with what she was 
doing, or she would not be able to overcome the dissonance between her expectations and 
reality. 
“I guess the biggest picture is that I morally agree with the general principles of what I'm 
doing, specifically in oncology, that would be that we're administering chemotherapy, 
which is oftentimes a controversial thing to do in health care because the whole premise 
is that we're making people sick in order to get them better…” (A18). 
Other nurses focused on the importance of giving high quality care to people at their most 
vulnerable times and the right of every person to receive good nursing care: 
“We want to take care of the person as best we can because every person deserves the 
best care” (D2). 
Caring for patients compassionately was an aspect this sub-category and participants 
discussed how their professional QOL relates to the level of compassion they can execute for 
their patients. Some of the participants addressed how they were acutely aware they were losing 
compassion for their patients while experiencing compassion fatigue. Participants described that 
when they were experiencing professional QOL, they were able to practice with patience, 
compassion, and care for the whole patient.  
“Being able to pull them [grieving patients or families] into a room. If I do, I try to do the 




“You have to be engaged and present, so you are giving of yourself in that moment, but 
when you walk away from that, you have to walk away from it” (E2). 
 Alternatively, participants described feeling frustrated when aware of decreasing 
compassion and struggling to find empathy for their patients when experiencing inadequate 
professional QOL. 
 “I mean, truly I felt it that when I walked into a patient's room and had to really force 
myself to be patient with a patient who was clearly ill and suffering, ‘ahhha, I got to get 
out of here’” (A16). 
Participant A5 reflected on an exact moment where she knew she was unable to provide 
compassion she knew she needed to provide.  
“… and they had gotten really terrible news that they were probably only going to live for 
another week … I was just super burnt out … they were in there crying …I just don't 
know how to comfort you … I couldn't even get myself to say words. It was like I walked 
out of there and felt so horrible, I was like I could have said anything, and I didn't say 
anything...” (A5). 
A challenge nurses described in applying their gifts and education involved how they 
navigated issues surrounding role strain. A key property of navigating role strain was the 
ambiguity that can arise related to doing what is right, what is legal, and what is within the scope 
of one’s practice. Participants verbalized not knowing if they should act or have conversations 
with patients, and the associated feelings of role strain they experience.  
“So, it's like the study coordinators, who are unlicensed, sometimes don't even have any 




orders for these patients, it's like, ‘Is this really what we're supposed to be doing?’ 
…there's definitely some of that figuring out who does what” (A9). 
Summary of category 2. One of the main categories within the Theory of Oncology 
Nurses’ Professional QOL is Bettering the World. Oncology nurses in this study felt it was 
integral to their professional QOL that they have a sense they are (1) making a difference and (2) 
applying my education, gifts, and experience. Oncology nurses are driven to provide high 
quality, holistic care to better the world for patients living with cancer.  
 Category 3: Pursuing a Calling. The third category, Pursuing a Calling, involves having 
a commitment beyond simply working at a job. This category emerged as participants’ 
interviews took on an almost existential sense of purpose, potential, and pride in one’s work 
while harmonizing personal and professional life. Figure 6 represents the organization of 
















































Eventually, many of the properties, categories, and exemplars from Pursuing a Calling revealed 
themselves as having one distinct difference—these are about how oncology nurses feel about 
themselves, even when they relate back to the category of Bettering the World. Through axial 
coding, four sub-categories emerged within Pursuing a Calling: (1) fulfilling your purpose, (2) 
feeling pride and fulfillment, (3) pursuing your full potential, and (4) harmonizing with personal 
QOL. The term “calling” was used by many of the participants to refer to a sense that their role 
as an oncology nurse is who they are meant to be as opposed to simply a job that addresses their 
strengths and interests.  
 Sub-category 3a: Fulfilling your purpose. Properties of fulfilling your purpose included 
having a sense of fulfilling what they are meant to do in productive way, having a strong 
connection between their personal identity and their role as an oncology nurse, and being 
passionate about their role. Participant A18 explained her immediate calling to oncology. 
“I almost immediately felt a connection to being a cancer nurse when I was in nursing 
school. So, that piece of owning that specific nursing specialty feels like something that I 
want other people to know about. If I choose to tell somebody I’m a nurse, then I want 
them to know that I’m a cancer nurse” (A18). 
However, realization of one’s purpose does not need to be immediate to be profound.  
“For me, nursing, oncology nursing specifically, has been a calling, which I'm sure 
you've heard before. I mean, I just feel like I am meant to be an oncology nurse. I went to 
be a peds nurse, but couldn't get a job when I graduated, 20 years ago. So, I took this 
oncology job, just to pass the time and get some experience, and found out: oh, my gosh, 




Participant A13’s voice exemplified the passion for her role as she described fulfilling her 
purpose. 
“…the first thing that somebody will say to you is, ‘you’re an oncology nurse? How 
could you do that?’ And then I reply with, ‘well, how could I not?’ So that’s what I tell 
them, ‘How could I not? How could I not?’” (A13). 
 Sub-category 3b: Feeling pride and fulfillment. An important component of Pursuing a 
Calling was the sense of pride and professional fulfillment experienced by oncology nurses. 
Participants described a sense of self-fulfillment, benefits for themselves, feeling “fed” 
professionally, short- and long-term nature of their pride, and feeling pride in the work of fellow 
oncology nurses. Pride can be felt for and by an individual nurse, as was the case for Participant 
A16:  
“Oncology nurse is one of the ways I would define myself… I take a lot of pride in that” 
(A16). 
While others, such as Participant A2, felt pride for herself and her colleagues. 
“…we’ll have people that will say, mostly to the nurses… ‘Thank you for being so honest 
with us…’ That’s when I’m like, ‘Yeah, go nurses!’ You [nurses] just have that different 
outlook on things. That always makes me feel like, okay, I can do this some more” (A2). 
Multiple participants described fulfillment as feeling fed by their work:   
“I mean my work feeds me. My interaction with people, caring for people, taking care of 
them is what motivates me and keeps me going” (E2). 





“I feel rewarded at the end of the day when I feel like I was able to advocate on behalf of 
somebody and make a change in their care for the better” (A5).  
One way that nurses experience pride and fulfillment is when they reflect on the work 
they have done. Many participants spoke of fondly reflecting on experiences as an oncology 
nurse. Certain experiences are more likely to stand out in the nurses’ memories. For some nurses, 
those memories are predominantly good. 
“I have to say that I remember more of the good than the bad. I think hindsight is never 
20/20 but I do think, you know, when I look back, I tried to remember more of the 
positive times, meaning the good days, the happy patients, the better moments, the days 
where I got to deliver good news or those kind of things. You know, I think sometimes 
when you look back at things that weren't so good, [and they] get obfuscated. You're 
choosing to purposely put those aside because it's better for your health too, than to dwell 
on the negative” (A7). 
“But truly, I think we get as much out of it as we give to our patients” (A16). 
Similarly, Participant A13 elaborated on the pride and connections she feels when she reflects. 
“I mean, the first thing that somebody will say to you is, ‘You're an oncology nurse?  
How could you do that?’... it's like, you know what, I'm part of their journey. And it's part 
of my journey. And it's okay. It's okay. Because in life, we don't want to talk about death. 
But it does happen. There is a circle of life. And that's it. Either I'm there with them, to 
celebrate when we win. And I'm there with them if the decision is, ‘I've accepted it. And 





Sub-category 3c: Pursuing your full potential. Participants reported feeling an innate 
desire to fulfill their potential as part of the category of Pursuing a Calling. Participants 
described ways they could pursue their full potential to experience professional QOL and spoke 
about formal education as a means to help them further their knowledge and perform at their 
highest ability. For example, five of the 13 participants were enrolled in a nursing program of 
study at the time of their interview.  
 “I’m also getting my PhD. Yeah, I’m in school” (E2). 
“I'm just about to go back and get my BSN” (A13). 
 Others focused on different aspects of pursuing their full potential, such as earning their 
Oncology Certified Nurse (OCN®) certification and working at the top of their practice.  
“I need to get my OCN®, which is my oncology nursing certification. So, I’m working 
on that” (A13). 
“I want to be a high-level functioning oncology nurse practitioner, so I don’t want to just 
slide by and do the minimum. I really want to shine” (E2). 
“I guess that's really acting at the top of your practice ability, you know? That falls under 
the whole ANA code of ethics, and Nurse Practice Act, and all of that. So, that's really 
what is happening here. And I'm able to really utilize my nursing license to be a 
professional care provider” (A18). 
Participant C2 discussed what it felt like when she was not practicing to her full potential:  
“I feel less, certainly less important. When it's task oriented, you don't feel like a 
professional. You're not using your skills. It's not challenging” (C2). 
Sub-category 3d: Harmonizing with personal QOL. One important aspect of Pursuing a 




Participants described ways that personal and professional life interact. The reciprocal nature of 
personal and professional life is operationalized differently for each of the nurses in this study 
and involved maintaining one’s own physical and emotional health as an integral part of 
professional QOL. It was more than just balancing work and personal life, for these participants 
it meant that they could find a harmony that worked for themselves between their personal and 
professional life. This is primarily because oncology nurses described their role as integral to 
who they are as a person. Therefore, there was overlap for many participants between their 
professional QOL and their personal QOL. Part of the “reconciling” that nurses needed to do 
when Pursuing a Calling is harmonizing personal and professional QOL as these had a 
reciprocal relationship. Their personal QOL could affect their ability to find satisfaction in 
pursuing their calling and therefore, their professional QOL.  
Some participants reconciled how and where they draw figurative lines to separate their 
professional QOL from their personal QOL while others articulated struggles with reconciling 
this aspect. Participant A2 described how problems in her personal QOL can amplify problems 
in her professional QOL and can make it difficult for her to reconcile why she is in her role.  
“Then when things are not going so great, let's say at home, I'm just over tired, or 
stressed, or something's going on with the kids, then it's the cup half empty. It's like, ‘Oh, 
everything's terrible. Why am I doing this? (referring to working as an oncology nurse) 
Who does this? Who goes to work and deals with telling people these horrible things 
every day?’” (A2). 
Further, Participant D2 discussed how not only can one amplify the other, but some stages in life 




“I moved from home. So, I was a new graduate. I moved from home. I was engaged, 
planning a wedding. And I was a new nurse… So, I think, again, my 23-year-old self just 
couldn't fathom all that was in front of me when I said I would do all that. And then, I'm 
in the midst of it. If I do too much, things don't go well” (D2). 
Participant A13 simply stated that professional QOL and personal QOL cannot exist without 
each other:  
“I don't know if one can exist without the other. To be honest, I mean, not in my world” 
(A13). 
Some participants discussed the various physical and emotional ramifications they experienced 
across both their personal and professional lives, particularly when experiencing inadequate 
professional QOL.  
“Your professional life trickled down into your personal life…So it took a physical toll 
on me as well, and my husband was just like ‘What do I do with this?’…it really does go 
hand-in-hand with me. If I'm happy in my work life, I'm kind of happy in my home life 
kind of a thing…” (A4). 
Summary of category 3. The third category, Pursuing a Calling, emerged as participants 
addressed their deep-rooted need to have a sense that they are doing what they are meant to do. 
Further, many addressed that their personal identities were connected to their professional role or 
their “calling” to be an oncology nurse. Four sub-categories emerged within Pursuing a Calling: 
(1) fulfilling your purpose, (2) feeling pride and fulfillment in your work, (3) pursuing your full 
potential, and (4) harmonizing with personal QOL.  
 Category 4: Being Valued. The last category, Being Valued, reflects the participants’ 




their professional QOL. In addition, this category involves the importance of feeling valued at 
multiple levels as it relates to their professional QOL. Four predominant codes emerged that 
were later grouped into the larger category of Being Valued: (1) establishing autonomy, (2) 
feeling recognized, (3) working cohesively, and (4) valuing self. Figure 7 represents Being 













































Some of the properties within these categories overlap to varying degrees with the categories that 
answer research question two: what are the facilitators and barriers of professional QOL? 
However, these four sub-categories are fundamental to the existence of an oncology nurses’ 
professional QOL as they serve to define what professional QOL means to oncology nurses.  
Sub-category 4a: Establishing autonomy. Establishing autonomy in one’s practice 
contributed to the nurses having a sense they were valued. Nurses felt valued by 
physicians and nurse leaders when they were provided opportunities and support to 
practice autonomously. The participants described multiple instances that demonstrated 
both their experiences of establishing autonomy and the contrary cases of not having 
autonomy. The idea of “establishing” implies an ongoing process and is integral to this 
category because as oncology nurses gained increased experience, education, and 
specialized training, the idea of autonomy became more prominent. It was not something 
that is expected initially, but something they described as earned and developed over 
time:“I look back from when I first started and I would have never, never brought that 
[end of life discussion] up…I was like that's the doctor's ... you know that's their 
conversation…” (A5). 
Other properties of establishing autonomy include the impact the nurses’ input has on 
patient outcomes and leadership decisions, as well as support from the interdisciplinary team 
when nurses made decisions regarding communicating with patients. Participants described that 
they needed to feel they could be compassionately honest and openly discuss quality of life, end 
of life, and other major issues with patients without providers or others feeling that they should 
not be having such conversations. Multiple participants specifically noted the importance of 




“We have a lot of ability to help walk people through those crises to decide if they need 
to come into the urgent care center or if things can be managed at home” (A16). 
“I think the autonomy piece is huge… makes me feel like I'm contributing” (E2). 
“I think nurses …need to be autonomous thinkers, but the powers are taken away all the 
time and that's hard” (C2). 
Participant A18 also valued autonomy but noted in her practice in an infusion center there was so 
much autonomy that it was as if the nurses and physicians practiced in isolation from each other:  
“We definitely have nursing autonomy for sure, but it's almost like the autonomy also has 
a marriage partner of isolation” (A18). 
Sub-category 4b: Feeling recognized. Participants spoke of recognition being an 
important part of their professional QOL. Recognition can come from patients, colleagues, 
management, or others within the team. Key properties of feeling recognized include meaningful 
recognition, others putting time into recognizing or evaluating the nurse, affirmation, and feeling 
appreciated.  
Recognition comes from various stakeholders in health care, such as management or 
leadership valuing a nurse’s contributions and compensating them for those contributions:  
“It helps to be compensated fairly… Personal time, leave time, at my discretion…so 
money isn't always the motivating factor, just being able to manage my personal life, my 
family, and my job” (D2). 





“I'm hearing many people talk that they feel discouraged at work, they don't feel 
appreciated at work. They feel that they're considered replaceable, that they're not valued 
as professionals or as experts in their field” (A16). 
“I think this is a special population. I think nurses should be trained. I don't think the 
hospital’s inpatient [units] are doing enough, and I think it needs to be recognized as a 
specialty, and those nurses need to be trained as such. It's not just med surg. It is not. This 
is a special population, and things could go bad real fast” (A13). 
Many nurses discussed how meaningful it is to receive recognition from their patients to 
reinforce that they are appreciated enough for the patient to devote time to recognize the nurse 
(see Figure 8). 
“…the patients recognize something or offer even a few kind words or some token gift. 
Their lives are miserable…If they can say that ‘my life is horrible; I feel awful, but she's 
helping me,’ that's quite amazing and it's quite humbling to think … that they can take a 







Figure 8. Image Shared by Participant A13, Captioned “Trinkets from Patients” 
 
 
Participant A9 discussed how great it feels to be recognized, while still emphasizing the altruistic 
nature of her role and priorities:  
“I'm not one that really wants to be called out and recognized for awards or whatever… 
but when people acknowledge that [I’m a great nurse], I feel really great about that…” 
(A9). 
Sub-category 4c: Working cohesively. Working cohesively is an essential component in 
the larger category of Being Valued. Working cohesively focuses specifically on collaborating 
with members of the oncology care team, experiencing comfort and safety within the team, and 
having mutual trust and respect. As a group, most participants spoke of how they work well with 





“We get along pretty well. There's definitely conflicts and tension, but on the whole, we 
get along well and work well together, and can pretty much hash out anything, 
differences that need to be addressed” (A9). 
Two participants described how the collaboration is cohesive in a way that accelerates patient 
outcomes and builds the quality of care provided by the nursing team.  
“As we work together, we learn each other's stronger suits and we tend to go to those 
people for those different things” (C4). 
“…if peers value you, especially if it's a supportive group. Then, it kind of feeds off each 
other. You kind of inspire each other…” (D2). 
 Despite the overwhelming positive discussions related to nursing team cohesiveness, 
participants often reflected on the strained working relationships between nurses and oncologists:  
“I mean, sometimes it's very upsetting because I don't think some of the doctors are up 
front with diagnosis…And I feel like why can't this doctor just sit them down and say, 
‘Listen, this is where we're at’” (A13). 
 Participant A18 compared the cohesiveness between the nursing team and the larger team, 
including oncologists and nurses.  
“And as far as support goes, I would definitely say that I had the support of my nursing 
colleagues in whatever decisions I felt like I needed to make about giving the patient 
more information, or more education, or talking with them about ideas of alternative 
treatment options. As far as the providers go, there was like a barrier, like a social barrier, 
almost a physical barrier where they were on one side of the clinic and we were on the 
other side, and we would operate completely in a bubble away from them, except for the 




An essential component of working cohesively is mutual trust and respect. This includes 
feeling heard by members of the team. Participants discussed the efficacy of providers listening 
to nurses for specific patient cases, particularly in areas that are central to the nursing profession. 
“…there's starting to be skin breakdown, and we want either wound to come and see a 
patient, or we just want even some nystatin powder ordered or something, and if doctors 
are really willing to order those things for us I feel like it goes more smoothly” (C4). 
One example of nurses not feeling heard by physicians is exemplified by the physicians not 
recalling the names of nurses with whom they had worked for years. This exemplified a sense of 
not feeling valued:  
“I worked there four years, and when I left, I would say probably two of the six doctors 
knew my name” (A18). 
Sub-category 4d: Valuing self. Finally, within the category, Being Valued, nurses 
expressed the importance of recognizing their own value. While their nurse or physician 
colleagues may communicate that they value the participants, they themselves needed to affirm 
their own value as part of professional QOL. An aspect of Reconciling Incongruencies to 
experience professional QOL relates to nurses feeling inadequate versus valuable or nurses 
wondering if another person or role is better suited to provide better care.  
In numerous ways, participants described feelings of not being enough for their patients. 
For example, Participant A2, a seasoned oncology nurse, and Participant A13, a newer oncology 
nurse, felt this in different ways.  
“I call limbo or no man’s land because of that very thing. Sometimes I feel like I’ve lost 




“Wondering if I did the right thing, and I think... I mean, I would think so… Maybe I'm 
just nervous about ensuring that I did do it correctly. And just worried...” (A13). 
On the contrary, Participant C4 valued herself and her colleagues as she described how she felt 
confident in the care she provided, as well as the care provided by others on her team: “I'm 
leaving whatever patients I have in the good hands of the next nurses that are coming on… 
confident in the care that we're giving as well, whether it be us, the techs, even the doctors” (C4). 
Summary of category 4. Being Valued is the final category of The Theory of Oncology 
Nurses’ Professional QOL. It reflects the participants’ need to feel as they are a valued, 
contributing member of the oncology care team. Four sub-categories comprise Being Valued: (1) 
establishing autonomy, (2) feeling recognized, (3) working cohesively, and (4) valuing self. 
These four sub-categories are essential to oncology nurses’ professional QOL.  
Consequences of oncology nurses’ professional QOL. Throughout the interviews, the 
participants continually described experiences that upon further analysis and coding were 
revealed to be the consequences or outcomes of their professional QOL. The coded data were 
clustered into the following three categories: patient outcomes, oncology nurse wellbeing, and 
oncology nursing workforce stability.  
Throughout each interview, regardless of how focused a question was about how nurses 
perceived or experienced professional QOL, every nurse quickly brought the focus back to the 
patient. Their perceived connection between professional QOL and patient care became 
increasingly clear throughout the data collection process. For example, when asked about their 
own professional QOL, Participants A16 and C4 stated:  
“…you’ll be so miserable yourself, and you won’t be effective for patients if you allow it 




“…having a chemo course go smoothly for one of my patients, especially when they’re 
anxious” (C4).  
This pattern was so profound and consistent that journaling and field notes focused on this code 
early in the data collection process—after the second interview. Theoretical sampling continued 
and the codes further validated through each of the subsequent interviews. There was not one 
interviewee who had their own wellbeing as the sole or ultimate outcome to consider. One 
participant even addressed what she felt were cause and effect relationships including quality 
indicators and legal issues:  
“[Having good professional QOL] would increase nurses’ satisfaction which would 
increase patient satisfaction which would minimize staff time and potentially something 
bad and potentially a lawsuit and money” (D2).  
The participants all expressed their innate need to have professional QOL so they could 
ultimately do the best for their patients.  
The next two consequences, wellbeing of oncology nurses and stability in the oncology 
nursing workforce were also addressed by participants. Predictably, nurses’ wellbeing is 
enhanced when they experience optimal professional QOL, but that was not nearly as 
emphasized by participants. For example, participants addressed how their physical and 
emotional wellbeing was affected by their professional QOL.  
“Being able to balance my career and being able to be available at home” (A13). 
“I have problems with my blood pressure. It was the blood pressure. It was the stress, 
because you're fighting with it. That demon” (E2). 
Further, many participants addressed how poor professional QOL has led to them leaving a job 




 “So, I left that job because I couldn't practice the way I wanted to practice” (E2). 
“I would say [taking a sick day at a previous job] was 75% of the time emotional, you 
know, mental health day, as they say” (A13). 
In contrast, other participants described how having positive professional QOL makes it 
almost impossible for them to imagine working anywhere else:  
“I can’t imagine really doing anything else” (A16). 
Therefore, one can deduce that this will lead to those oncology nurses continuing to work as an 
oncology nurse. The data that emerged from the interviews is consistent with this notion. 
Ultimately, optimal professional QOL for oncology nurses results in improved oncology patient 
outcomes, improved wellbeing of oncology nurses, and increased stability of the oncology 
nursing workforce by allowing oncology nurses to stay in their oncology role.  
Summary of research question one. The overarching category that is consistent within 
all these components of professional QOL is the unequivocal need for oncology nurses to 
reconcile incongruencies. Four main categories emerged as integral to experiencing professional 
QOL: Accepting the Context of Oncology Nursing, Bettering the World, Pursuing a Calling, and 
Being Valued. Their ability to do this leads to their priority consequence of professional QOL, to 
improve outcomes for patients with cancer and their families. Further, nurses’ overall wellbeing 
is improved, and they are more likely to be able to keep functioning within the context of 
oncology nursing and stay in their professional role if they have adequate professional QOL.  
Facilitators and barriers to oncology nurses’ professional QOL. The second research 
question focused on determining the facilitators and barriers to oncology nurses professional 




QOL emerged from the data: patient factors, support relationships and networks, and system or 




Figure 9. External Facilitators and Barriers of Oncology Nurses’ Professional QOL  
 
 
Each category is multidimensional and can serve to influence professional QOL as a 
facilitator or a barrier. Many participants came to the interview with clearly prepared ideas of 
these facilitators and barriers as evidenced by the photographs they provided as a part of the 
PhotoVoice component. Participants often started their interviews with listing what they 
perceived as the facilitators and barriers to their professional QOL. For example, without any 
pause, Participant A2 described what influences her professional QOL.  
“I would say a lot of it has to do with the patient population that we're working with, 
because I've worked with different specialties of oncology. Another is the support that 




coworkers around you, somebody there that gets it, understands what you're going 
through, what the job entails” (A2). 
Each of the identified categories and sub-categories will be discussed as they relate to the 
individual participants’ experiences. 
Category 1: Patient factors. Participant interviews were filled with rich descriptions of 
experiences that related to patients that exemplified the influences on the nurses’ professional 
QOL. The descriptions focused on the nature of patients with cancer, being with patients, 
relentlessness of the cancer experience, and the relationship to personal experience as illustrated 
















































Sub-category 1a: Nature of patients with cancer. Early in each interview, the nurses 
began to describe the types of patients they cared for or the subspecialty in oncology they 
worked. Numerous factors emerged related to the nature of the patient that ultimately can 
influence professional QOL: prognosis, acuity, emotional and physical needs, death and dying, 
age, quick or prolonged deteriorations in patient conditions, and the level of acceptance of their 
prognosis held by patients and families. Nurses were quickly able to describe these patient 
factors that influence their professional QOL but were not able to determine if one factor or 
characteristic is solely an influencer or solely a barrier. For example, Participant A9 articulated 
this complex relationship:  
“…the more they suffer, the more I guess compassion comes out ... But I don't think I get 
burnt out more because they're sicker” (A9). 
Similarly, Participant A13 explained her mixed emotions and the complexity of the influencing 
factors surrounding a sick priest she cared for.  
“So, this particular patient of mine was a priest of this church. And he went through a lot 
because he did seven years I think, he battled cancer… Taking care of him was a lot of 
fun. But he ended up with a feeding tube, so I had this priest, who's always been good, 
has a feeding tube. I'm now having to give morphine, or whatever the case is, because it's 
unbearable. Doesn't complain. I mean, I found that I felt comfort with him” (A13). 
One area that clearly emerged as a barrier to professional QOL was when patients 
experience denial and when diseases are known to have poor outcomes. Participant A2 
summarized the bleakness associated with her patient population:  





Further, Participant A2 identified a situation surrounding a time she felt most compassion 
fatigued that exemplified a barrier to her professional QOL:  
“We could not seem to get through to this mom… ‘why can’t you understand this? Just 
let him go’” (A2). 
 Many participants described that their patients who were the sickest and needed the most 
from nurses could often act as facilitators to their professional QOL. This is contrary to what the 
general population often perceives. Participant A18 articulates the complexities surrounding this 
dichotomy.  
“Because the conversations that I can have with a cancer patient are more existentially 
meaningful, that's the kind of conversation I want to have with people on a daily basis 
because small talk kills my soul. So, I think that's probably the core of why I love the 
oncology patient population” (A18). 
Sub-category 1b: Being with patients. One sub-category that emerged from the data was 
the highly meaningful connection between the nurse and the patient with cancer. Every nurse 
interviewed used unique language that described how they were with their patients as a facilitator 
to their professional QOL. This language was unsolicited and flowed from the participants as 
they described their work. 
“Right then, in that moment, I am with them” (B1). 
“I am pretty much with the same population all the time. I am with brain tumors” (A2). 
The sub-category of being with patients emerged as participants discussed being with 
patients and their families as opposed to caring for them, investing personally in the patients’ 
QOL and outcomes, and using these connections to form deeper empathy. There was a sense of 




with pride in their voices. Participant A9 placed great emphasis on the word “them” as she talked 
about building relationships with the person, the patient as a whole person, and not just as the 
patient. 
“I just feel like in oncology you get to develop relationships with people. You see them... 
it's not just one visit, or one visit here or there generally. They're coming in for treatment 
frequently. And they're at kind of a very... one of probably the most vulnerable states in 
their life” (A9). 
In addition to using the term “with” frequently, some participants focused on the 
longevity of their connection to their patients. For some, it can be about the time span over 
months or years that they are “with” a patient or about the intensity of being with someone over a 
12-hour shift.  
 “And they're there with us forever, and then they leave” (A4). 
“But it's just like how do you go to work with people for twelve hours and not talk about 
who they are as human beings?” (A4). 
 Being with patients was described as a facilitator; the connection each of these nurses felt 
to their patients was clearly portrayed in their voices and non-verbal communication as they 
discussed being with patients. However, there is a level of being with patients that can exceed 
what is best for an individual’s professional QOL. For example, one participant who, at the time 
of the interview, worked outpatient oncology described how being with patients in a more 
intense setting can make the losses harder to handle which negatively affects professional QOL: .  
“There's just more, it's just harder. So, like outpatient, ‘Oh, Mr. Smith died. Oh, darn it,’ 




Sub-category 1c: Relentlessness of the cancer experience. Cancer can be relentless. 
Patients and their needs can be relentless. Both emerged from the data conceptually connected 
and as having a complex influence on professional QOL. Similar to the nature of oncology 
patients, the relentlessness described by the participants was not solely a facilitator or a barrier. 
Participant D2 described the relentlessness of cancer:  
“Sometimes the disease is smarter, outwits us…” (D2). 
 The relentlessness of cancer can make nurses feel like caring for patients is a never-ending 
process (see Figure 11).  
“They're there for thirty plus days, gone for a few weeks, come back do it all over again” 
(A4). 
“We just get these patients, they just keep coming, and keep coming, and keep coming 








The relentlessness of cancer also opened the door for facilitators like being with the patient to 
occur and allows for the nurse to have a sense of making a difference and feel pride and 
fulfillment, but cumulatively, it can take a toll as described by some participants.  
“But I guess we're all kind of jaded, it's not like if they progress, it's when they 
progress…” (referring to progression of the disease) (A9). 
“…you do try everything you can. All the chemos, you're doing the blood, you're doing 
the antibiotics, and the blood cultures and yada yada. And then it doesn't matter in the 
end” (A4). 
 Many participants noted their admiration for the relentlessness of their patients and 
acknowledged that patients’ relentlessness served as an inspiration and as a facilitator to their 
professional QOL.  
“I feel like they tend to act like I would hope to act, because some of them are just so 
resilient, and they're doing great” (C4). 
“Those are the ones … they're struggling, they're fighting…” (A13). 
Sub-category 1d: Relationship to personal experience. An important code that emerged 
that was categorized as a patient factor focused on how the nurses’ personal experiences 
provided a context for their relationship with the patient’s experience. Much of this stemmed 
from nurses’ personal experiences with cancer, personal experiences with illness, identifying 
similarities between a patient and a loved one, and the nurse’s perspective based on their point in 
life. In some instances, a life experience is what prompted the nurse to go into oncology or 
nursing and since then has informed the care they provide to their patients. 
“Because my mom was in hospice. And there was that one nurse… the one thing that 




‘Is she okay? Will she make it?’ And she looked at me with that face, you know, very 
caring and compassionate, and her honest answer was, ‘No.’ She shook her head and she 
told me. And I said, ‘You know what, if I'm ever a nurse, I'm going to be that nurse.’ 
Because I appreciated, I was only 21, but I appreciated that. The honesty of her, in telling 
me… I think I'm a lot more compassionate [because of losing my mom]. I really do…” 
(A13). 
For many participants overall the way they relate to patients fosters the deep connections that can 
serve as facilitators to their professional QOL. Often, that involves thinking about the patient’s 
stage in life and how it relates to their own. 
“…they're going to die and they're going to be leaving their children behind. You don't 
forget those cases either…. Once I became a parent… it just opens your eyes to other 
parents because you know what it's like taking care of another human being” (D2). 
“…we've had patients who are in their 50s or early 60s, so they're closer to my parents' 
age, and seeing them with their children, I'm like, ‘You know, I can't imagine living 
without my mom’” (C4). 
For some participants, the degree to which they can relate to a patient influences their 
professional QOL because it dictates the memories they reflect on as part of the way they 
experience professional QOL:  
“I remember most the patients that are most like me. Whether it’s age or personality or 
family structure” (A9).  
Category 2: Support relationships and networks. All participants discussed the 
importance of support and connections with colleagues as a facilitator to their professional QOL. 




three separate sub-categories emerged within support relationships and networks. Support 
relationships and networks include presence of colleagues, connection with colleagues, and 


























































Two of the sub-categories, presence of colleagues and connecting with colleagues, are solely 
related to professional colleagues, often other nurses. Participants often referred to their team 
when discussing their colleagues. The third, personal and professional support networks, were 
operationalized differently for different nurses, but they all conceptually linked as outside 
support networks.  
Sub-category 2a: Presence of colleagues. Presence of colleagues was a novel category 
that extensively emerged as a facilitator of oncology nurses’ professional QOL from the data. 
Participants spoke about needing physical proximity and access to someone who can listen and 
wholly understand what they are experiencing as an oncology nurse and who was present at the 
immediate moment of need. Other properties include the quantity of time spent together.  
“Somebody there that gets it, understands what you’re going through…” (A2). 
“People down your wing are always asking "What can I do to help?’” (A4). 
“I mean, I do miss my colleagues that I worked with in inpatient. I find it's a stronger 
bond when you work inpatient because they're there. They're there doing your code, your 
rapids, and it's 12 hours of family. You spend many hours with them. So, I miss them 
dearly” (A13). 
Some participants described a longing for this when it was missing. These participants 
had previous experiences with colleagues who were present, so they were able to speak from the 
perspective of knowing what they were missing.  
“…some people that do just isolate themselves, we've got satellites on different ends of 




“I’m just so sad. It feels so lonely. There’s just times where somethings going on and you 
wish you could just turn around…like, ‘Oh my gosh, I just need to talk to somebody 
about this’” (A2). 
 Participant E2 had a colleague, a social worker, who was present and had physical 
proximity because her office is near the participant’s office. She described how her colleague 
fulfills these same properties and facilitates her professional QOL.  
“So, for about the last six months we've been together. Our offices are close to each 
other. We go to lunch together. We actually are going to start a new manager, supervisor 
support group, that you have lunch with them and commiserate over issues, not only 
commiserate, but come up with tangible things that we can do to address some of our 
frustrations as new managers. So, she's been a godsend” (E2). 
Sub-category 2b: Connection with colleagues. Having a connection with colleagues is a 
facilitator to oncology nurses’ professional QOL. This is related to, but distinct from, presence of 
colleagues. Connection with colleagues implies a depth of relationship that can only be achieved 
among those with shared experiences. It means the oncology nurse feels supported and 
understood by their peers, shares bonds with them professionally and perhaps personally, bonds 
over the experiences they share, and there is a consistency of knowing that they can rely on their 
colleagues.  
“…personally, like meeting and hanging out with coworkers outside of work, or even just 
our Christmas parties or dressing up for Halloween, those kinds of things. I feel like it 





“…having good, positive interactions with your staff, and developing relationships with 
the people that you work with and feeling like you're developing friendships and more 
than just colleagues and getting to know people on a deeper level than just what they do 
at work…” (A9). 
Other participants focused on ways their connections with colleagues are experienced and bonds 
are formed through sharing humor or attending funerals as a team.  
“We've attended funerals together as a team. We've worn our scrubs to our patient's 
funeral and things like that, which I just ... not everyone does that I don't think, so that 
helps” (A4). 
 “…with oncology nursing, you obviously have to have a sense of humor, too” (E2). 
 One aspect of connection with colleagues is that it implies there is a void that can only be 
filled by someone who understands at a deeper level what oncology nurses experience.  
“Even though my husband is super supportive, he just doesn't get it. You got to find 
another nurse to kind of talk to, to just be like ‘This is what happened to me today’” (A4). 
“I'm not going to be a Debbie Downer. If somebody [amongst a group of non-oncology 
experts] has a headache at the table, I'm like, ‘Oh, great. Where's your tumor?’ So… I can 
talk to [my colleague] without having to edit my [thoughts]… We can talk and she sees 
patients that I see in clinic, and so we can debrief on patients and vice versa. So yeah, it's 
huge to have her. I'm tearing up about it” (E2).  
Some nurses noted that the depth of these relationships often supersedes location or 
logistics in their decision-making related to staying at or leaving a job. Two participants reflected 
on times they felt this way:  




“The infusion center was really a tough job for me. There was only eight women that 
worked back there. You saw them every day, and if they didn't like you, they made sure 
that you knew that they didn't like you. So, that was really difficult for me” (E2). 
Sub-category 2c: Personal and professional support networks outside of work. One 
category that did not emerge immediately, but is a facilitator for many oncology nurses, is 
having a personal and/or professional support network outside of work. Properties of personal 
and professional support networks outside of work include belonging to a community or 
professional group, having someone in your personal life who can “get it” at the level needed by 
the nurse, and having someone who loves you. The degree to which the outside support network 
needs to understand oncology is individual to that nurse and the situation. 
“…sometimes it's just being surrounded by either friends or family, because I'm like, 
‘You know what? I need some good vibes in my life. I need to do something that makes 
me happy or have some fun’” (C4). 
“…well, one of my best friends is a nurse so I call her and just kind of get that other 
nursing perspective. I don't really talk about it a lot with my husband just because he 
doesn't get it” (A9). 
“I know I've enjoyed greatly the ONS and the opportunities to network with other nurses 
and other professionals” (C2). 
“…it's nice because my sister and my boyfriend just listen, and they really don't have a 
lot of questions about the specific details where I can vent, and I don't have to rehash any 
of that…” (A5). 
“…typically, it's my husband. He gets the brunt of it. He hears it when I get home. I just 




Having an outside support network acts as a facilitator to their professional QOL, regardless of 
how it is operationalized or how much about work an individual oncology nurse needs to share 
with that support network.  
Category 3: System or organizational factors. Another prominent category that emerged 
was the ability for system or organization factors to act as barriers or facilitators of oncology 
nurses’ professional QOL. These factors were easy for the participants to identify as evidenced 
by their quick, confident, and detailed responses related to these constructs. System or 
organizational factors include leadership, being heard, and having adequate resources. Being 
heard and having adequate resources are integral components of professional QOL as described 
in Being Valued, but they also predominantly act as facilitators of oncology nurses’ professional 
QOL. There is a strong, extrinsic component to each of these sub-categories. All three fall into 
system and organizational factors because they are conceptually linked to leadership and system 

























































Sub-category 3a: Leadership. Leadership can act as a facilitator or barrier of oncology 
nurses’ professional QOL depending on which properties they possess. Properties of a manager 
that act as a facilitator to professional QOL include understanding the role of the nurse, self-
awareness of one’s own oncology nursing knowledge or expertise, being on the same team as the 
nurses, assistance with patients and unit or department culture, listening, facilitating nurses’ 
pursuit of their full potential, and admitting when they are wrong.  
“Now, where I'm at, I absolutely love my supervisor. She's very supportive. She's OCN. 
She's been in the field for 45 years. She understands. She gets it. She's supportive. She 
gets on the floor. She helps us when we're short of staff. You know, she brings food in for 
us. She makes sure that we're taken care of. She takes care of us. And I don't think I've 
ever worked for a supervisor nurse manager who has ever done that for us” (A13). 
“Having an employer that supports in the decisions that you're making, that is able to 
financially support continuing education, yes, for sure” (A18). 
This does not mean that a manager must be a current oncology nurse to facilitate professional 
QOL as long as they are self-aware.  
“Her door is always open. She's always there for a listening ear, which is very nice. That 
can just be a huge help. And she makes no bones about it. It's been a long time since she's 
been off the floor, so she's very open to hearing ideas and suggestions to make our work 
easier, so that's just been very nice, and that's one of the reasons I came back. Because 
she is such a good boss and really wants the best for us” (A4). 
Alternatively, managers or leaders that act as barriers to professional QOL do not 
understand what it means to be an oncology nurse, are too far removed from the realities of 




not listen, and do not invest in the team culture or unit success. Participant B1 discussed how her 
professional QOL was negatively impacted when night-shift leaders did not appreciate the time it 
takes to compassionately care for a family after a patient passed away.  
“‘Okay, the body is dead, I'm going to give you another admit.’ And I'm like, ‘But I'm 
going to have to spend 20 minutes to 45 minutes with this family, answer their questions 
and I can't be pulled into a new [admission] … It would be nice if they could... they never 
will but could wrap their heads around the whole scenario” (B1). 
Sub-category 3b: Having adequate resources. Having adequate resources was a category 
that emerged as an answer to research question two. Having adequate resources is a facilitator of 
professional QOL, while having inadequate resources is a barrier to professional QOL. In the 
current state of health care, it is widely accepted that resources are limited to some degree in 
almost any setting. How nurses reconcile this is related to how they experience professional 
QOL. Resources include staffing; time; education, training; scheduling, support; and ease of use 
or simplicity of technology, systems, and processes.  
Safe and efficient chemotherapy administration and other oncology-specific nursing 
priorities require adequate resources related to education and training as noted by participants: 
“…we don't always have chemo providers or actual oncologists…and so sometimes 
getting orders for chemo that start in the middle of the night and trying to get all those 
situated can be stressful…” (C4). 
Participant C4 shared an image (see Figure 14) of a faulty chemotherapy syringe that 







Figure 14. Image of Faulty Chemotherapy Equipment Shared by Participant C4 
 
 
 Time available for each patient, which relates to staffing, was the focus for many 
interviews. For example, participants discussed time needed for patient education and for 
attending to emotional needs.  
“You just don't have that time to be able to access that kind of feeling out what a patient 
really emotionally needs from you” (A18). 
“…when I feel like I have enough time to do really good education” (A5). 
Lastly, Participant C2’s health system was in the process of merging with a larger, national 
health system. With that major change came added complexities to processes and simple tasks, 
such as accessing policies that acts as a barrier to her professional QOL.  
“…well, this is the national way and we have to access the national policies even though 
you can't really find them when you need them” (C2). 
Sub-category 3c: Being heard. Being heard by members of the interdisciplinary oncology 
team is a facilitator of professional QOL for oncology nurses. A facilitator of feeling valued is 




peers, are listening to them and willing to act based on their opinions and experiences. Providers 
seeking nursing input, adjusting a patient’s plan-of-care based on a nurse’s recommendations, 
leadership considering nursing input, and changes occurring at all levels (patient, unit, and 
system) based on nursing input are all aspects of being heard which acts as a facilitator of 
professional QOL by increasing nurses’ sense of Being Valued.  
Oncology nurses addressed how being heard by various individuals influenced their 
professional QOL. It is difficult for nurses to experience professional QOL when they are not 
heard by providers, especially when not being heard puts their patients at risk.  
“I had spoken to the doctor five minutes before and was like, ‘I'm really uncomfortable 
with her still being a full code, the situation does not seem all right,’ and he's like ‘I don't 
know we'll send her to the ICU if we need to and then we'll talk with the family,’ and 
then literally five minutes later she had coded…It was horrible” (A5). 
In more general terms, nurses also need to feel heard in an ongoing manner. Participant 
E2 spoke about not feeling heard by a physician she was working for who was not willing to 
listen to her expertise, even when she shared empirical evidence to facilitate being heard.  
“So, he wouldn't let me educate at the level I wanted to educate women about 
lymphedema… He was like, ‘Oh, we don't want to scare them. It might not happen,’ so… 
I would share articles with him, and he would put it in the trash” (E2). 
Being heard versus not being heard by the health system at large is another way the 
participants described feeling heard. Participant A16 discussed how her health system 
exemplified hearing nurses by seeking Magnet® designation and by organizing shared 




“There is a very strong shared governance structure. We just got our Magnet re-
designation. We just found out a couple weeks ago about that, which I think speaks to the 
role nurses play in the institution” (A16). 
Participant C2 discussed how her organization has listened to nurses but will soon be changing 
because they are being absorbed into the larger, national system and she fears this will change 
and impact her professional QOL as resources are reallocated and monitored in new ways:  
“I feel like the leadership that I work with listens… But that's changing…. I'm grateful to 
be where I'm at but I am a little fearful because I see the way things are going” (C2). 
Summary of question two: What are the facilitators and barriers? There are three main 
extrinsic factors that can either facilitate or inhibit oncology nurses’ professional QOL: patient 
factors, support relationships and networks, and system or organizational factors. These factors 
were the easiest for participants to identify during their interviews as well as the easiest to 
conceptually link during analysis. The data was clear about what system and organizational 
factors and what leadership factors acted as facilitators or barriers. The deep complexity of 
whether specific patient factors acted as barriers or facilitators of participants’ professional QOL 
was not agreed upon for each participant, but the major role the patients with cancer played in 
affecting their professional QOL was still acutely evident to the participants.  
Actions and processes to enhance professional QOL. The last research question 
focused on determining the actions and processes oncology nurses use to enhance their 
professional QOL. The participants were acutely aware of the degree to which they experienced 
professional QOL, as well as the impact their professional QOL can have on their patients and 
themselves. Therefore, participants eagerly discussed actions they take to enhance their 




processes and cognitive approaches. Nurses in this study described enhancing their professional 
QOL in three distinct ways (1) processing experiences, (2) regulating approach, and (3) caring 
for self. Processing experiences is a how they process events that have happened so that they can 
move forward. Whereas regulating approach is how they proactively manage their actions in a 
way that will promote their professional QOL. Caring for self relates to intentional self-care in 
order to enhance professional QOL. Figure 15 represent the actions and processes oncology 




Figure 15. Self-Driven Actions and Processes to Enhance Professional QOL 
 
 
Category 1: Processing experiences. Processing experiences includes sense making, 
perspective framing, and emotionally responding to loss and challenges (see Figure 16). These 
are all actions they take on a regular basis following a routine shift or particularly sad or 




described by the participants as deliberate actions or thought processes purposefully used to help 

















































Sub-category 1a: Sense making. Oncology nurses experience loss and witness relentless 
sadness and suffering while caring for patients with cancer. Participants described how they had 
to make sense of the sadness they see regularly in order to not only enhance their professional 
QOL but also simply return and be present for their patients after such losses. Properties of sense 
making include seeing what nurses can offer during the patient’s darkest times and finding 
meaning or hope in an experience. Additionally, for many participants, there was a spiritual 
component to sense making that involved participation in religion, being in nature, seeking 
affirmation beyond self, and participating in prayer. For example, Participant B1 was feeling 
compassion fatigued at one point and found affirmation from beyond herself that she needed to 
stay in her role. 
“I can remember wondering if I was in [the right profession] ... And it's always funny to 
me that you always question yourself and go ‘Please just send me something, show me a 
sign that I'm meant to do this because right now I feel very hard, like I'm struggling.’ But 
then there's people that will come in and they're like ‘I'm so thankful that you're here’” 
(B1). 
Participants addressed how they makes sense of deaths or challenging decisions by relating 
experiences back to their faith. 
“…if the patient and the family feel like this is what's best for them, I can't be the one that 
says, ‘No, it's not.’ I'm not the maker, not the keeper. I just have to do my best to support 
them and make sure that their symptoms are manageable and how we can help them feel 
as well as they can while they're with us” (A9). 
“I pray a lot of mornings… ‘Let me be a good nurse practitioner. Let me take care of my 




However, Participant A13 discussed how her role as an oncology nurse leaves her with more 
questions about religion. 
“Maybe I didn't think of it as often… Because I was never really overly religious. I was 
raised Baptist, you know, Christian. So, I was raised with it. I do believe, but it's like, 
why? The why part of it. So, the faith of it, is like wow this is really bad stuff. This 
cancer. So, and it's a struggle for me. In all honesty… because I do make sense of it. The 
fact that it is a full circle, and that we do have death. I mean, I get that part, the circle of 
life. So, I get that. But then, I have this faith part and I see this priest. I mean, it was an 
ugly suffer” (A13). 
Sense making is not always about spirituality, as is described by Participant D2: 
“I'm not frustrated if a bad outcome happens. I knew I had done what I could do. It's just 
the way the cards played out for that patient. I don't have control over everything” (D2). 
 Sub-category 1b: Perspective framing. Another way that nurses process their experiences 
in oncology is through perspective framing. Perspective framing is how oncology nurses take a 
step back to look at the big picture, recognize the fluidness of oncology and their chosen 
subspecialty, and learn from past experiences. Participant A9 reflected on her patients who are 
enrolled in clinical trials:  
“…when they're in that very end of life and we know, this is not going to do anything for 
your cancer, but it may do something for somebody else down the road” (A9). 
Participant A16 and Participant E2 explicitly named their thought processes as reframing 
perspective and seeing the big picture.  
“…trying to reframe it and put it in perspective helps a lot, I think, and not getting stuck 




“I don't know how I do that, but yeah, it's so fulfilling because you think about the big 
picture, and it's just that person's time to go. But I had the opportunity to be a part of that 
person's transition out of this world, and I think that's a beautiful ... Yes, it's sad, but it's 
also a very sacred space, and a sacred opportunity that you have to be in that person's life 
at that time” (E2). 
Participant A2 focused on the fluidness of her emotions related to her job: 
“Catch me another couple weeks later, it could be a whole different story. I've had to 
recognize that in myself so that I don't make any rash decisions about career. Just because 
I feel that way one week, and I'm like, ‘Oh, I have got to get out of here. I cannot do this 
one more single day’ (A2). 
 Sub-category 1c: Emotionally responding to loss and challenges. Since oncology nurses 
are with patients as they suffer and sometimes die, the participants described their ways to 
emotionally respond to those situations that enhance their professional QOL. Properties of 
emotionally responding include internally processing loss and tragedy, grieving, coping, 
managing triggers, and ultimately managing one’s own personal response to patients so that they 
can participate in their own life and the care of other patients. A variety of ways to emotionally 
respond emerged from the data. 
“I think if you don't cope with that, you've got a problem. But I think, you know, some of 
us will go to the funeral” (A7). 
“Sometimes I feel like I might process it in my dreams” (C4). 
“I think that a lot of healthcare people have to have kind of a sick sense of humor in order 




 Many of the participants addressed the impact of crying. The role of crying in their 
emotional responses varied based on the individual needs of that nurse. 
“I started sobbing and everyone's like whoa, what is wrong with you, and I'm like yeah ... 
but that moment was just like, it was too soon…” (A5). 
“So, I haven't done this in a while, but I would get a sad movie, like My Life with 
Michael Keaton, or something, and bawl my eyes out. It is cathartic, and then I would 
feel better. So yeah, I cry. I pray” (E2). 
Sub-category 1d: Knowing. Knowing emerged from the data as participants discussed the 
limitations of what they can know about the patient’s outcome. Due to federal regulations, nurses 
are prohibited from searching electronic health records or seeking patient information from other 
sources. This law protects the privacy of patients and is an essential component of health care in 
the United States, but it does pose a challenge to oncology nurses who had been deeply invested 
and with their patients for intense parts of their journeys to not know what ultimately happens to 
them. Knowing encompasses whether nurses can be content and find closure with an outcome 
whatever it is: death, lack of communication about the patient’s outcome, or a lack of knowing 
what the next step is for a patient. 
Many of the participants spoke about how they keep track of patients through voluntary 
communication from patients and their families with the nursing staff. For example, Participant 
A4 struggled with not knowing what happened to her patients with hematological malignancies 
after they transferred to a nearby hospital for their stem cell transplants. 
“And they just kind of stick with you because we don't do transplants so we don't really 
know what has happened to them after that unless they have a Caring Bridge or 




Participants described how they had to legally find ways of knowing or find peace with not 
knowing so that they could move on. 
“…we keep track. In our break room, we have a memorial board and we do keep track of 
any patients who have passed away and we'll put their name up there. If they do have 
obituaries or something, we'll try to hang them and stuff, but those are the sad times 
because if it's been a while and we come in and we see a bunch of new names up there, 
it's kind of sad” (C4). 
“I don't really know anything about those patients anymore because I left, and I'm not 
involved in that care. And there were a lot of patients that were... I was very close to and 
I'm like, Wait, what happened to them?... I just kind of have to trust that they're in good 
hands, whether they're still alive or not, they were given the best care that they could get, 
the team I worked with was amazing…” (A9). 
“I kept finding that I had to know … the closure of it… where I used to work, they had a 
remembrance, and you see all the names and time. And a lot of them had passed… once I 
get the closure, I think I'm okay with it. Because I know that there's closure. I know that 
they're out of pain. That they're at peace. So, for me, closure is good” (A13). 
Category 2: Regulating approach. Oncology nurses process experiences as a 
retrospective action. Then they plan, or regulate, their actions in prospective experiences to 
enhance their professional QOL. Therefore, how they process experiences informs how they 
regulate their approach. Four sub-categories emerged as part of regulating approach: 
anticipating, preparing, compartmentalizing, and recognizing one’s own limits. Figure 17 
















































Sub-category 2a: Anticipating. Nurses frequently identified that anticipating what will 
come enhances their professional QOL. Anticipating contributes to regulating approach because 
anticipating if it is going to be a good or bad day, predicting how the team that day will affect the 
day, knowing what needs to be done, and anticipating the patient outcomes all act as a first step 
in the nurse taking proactive measures to enhance their professional QOL. Once the nurse 
anticipates what is going to happen, they can regulate their approach to optimize the outcome. 
Participants described having a harder time responding to tragedies when they had not 
anticipated them:  
“…definitely been times at work that I've cried regarding patients passing, especially 
when it happens super suddenly…” (A5). 
Other participants identified anticipating as enhancing their professional QOL because it 
helps them stay in control even if it involves anticipating a negative outcome. 
“You look at the patient and you look at the child and you think, oh, your world ... even 
the child's world ... is never the same” (D2). 
“…taking care of these patients on a one to one basis and you are starting to receive the 
repeat diagnoses and you know the outcome, especially based on age, diagnoses, severity 
of disease, those kinds of things, prognosis. I think sometimes you just tend to, you know, 
know what's coming down the pike” (A7). 
Some cases involve an added layer of addressing what the family or patient is anticipating as 
well. 
“Yeah, that happens a lot, where I'm thinking...you could just kind of tell from the way 




understanding. Sometimes it's like, ‘Oh boy, this is going to be really hard, because I'm 
not sure they're really understanding how serious this is’" (A2). 
Being able to anticipate puts the nurse in more control and, in most cases, facilitates the 
next sub-category of preparing. However, Participant A16 described how, when professional 
QOL is inadequate at times, anticipating only exaggerates the negative aspects of professional 
QOL. She gave the example of when she was driving into work, anticipating her shift: 
“Just, ‘can I slow down and not get there tonight?’ That just kind of impending dread 
already kind of setting it up in your mind, like, ‘This is going to be a lousy shift.’ Like, 
‘How many more hours until I get to go home?’ That kind of thing. You're sitting in the 
car in the [hospital’s parking] garage for a few minutes before walking in” (A16). 
Sub-category 2b: Preparing. Preparing is the step nurses take after they anticipate. 
Preparing also facilitates the nurse’s ability to maintain as much control as possible over stressful 
situations. Nurses prepare for the day as a whole or for a specific task or situation to help 
enhance their professional QOL. This preparation allows them to provide better care for patients, 
to adjust themselves to meet the needs of different patients, as well as establish a routine. 
Participant A2 described how preparing helps minimize chaos for patients:  
“I'm more in control. I can spend more time; I don't know how to explain it. I guess I 
should say if I wasn't prepared, then my chaotic-ness might transfer to the patient. I've 
seen that” (A2). 
Participant E2 simply described a brief pause to prepare for a new patient: 
 “Entering a room, I really pause sometimes” (E2). 




“There were days where I was just like mentally preparing myself… What am I going to 
walk into?” (A7). 
“…when you walk in in the morning, it's the ‘before burn’, it's putting a stethoscope on, 
putting a pen in your pocket, getting alcohol wipes, whatever. It's the preparing yourself, 
whatever the day might bring, and it's getting in that mindset of okay, this is what's 
coming down the pike. (A7) 
Participant A9 spoke about how she felt protected by mentally preparing for a poor outcome: 
“Yeah, and so I think knowing that kind of ‘what the angle for us’ is has helped just kind 
of protect me a little bit more. Yeah, because then I'm not... it's not that I'm not hopeful 
because I definitely am” (A9). 
Sub-category 2c: Compartmentalizing. Compartmentalizing is a different way that 
oncology nurses can stay in control of the extent of the grief and loss they experience, which 
essentially helps them enhance their professional QOL. Oncology nurses describe 
compartmentalizing as keeping aspects of professional and personal life separate and consciously 
setting emotional boundaries while still connecting with patients. They described the balance in 
connectedness to their patients they must achieve to enhance professional QOL. Participant A9 
described how she reconciles this incongruency:  
“…having more self-awareness of my boundaries with patients and recognizing that I can 
still get to know them and know personal things about them but not to really over-invest” 
(A9). 
Other nurses have set personal limits that they follow: 





Some of the participants acknowledged they have not mastered this and may not be 
optimizing their professional QOL.  
“I go home at the end of the day and like things stick with you… you just never shut it 
off… And it's not, like, an accounting thing, where I'm doing mathematical calculations 
and then go home at the end of the night and then pick up the next morning” (A7). 
“The caring too much part, would be just knowing when to shut the switch off. And say, 
‘I’ve done my reflection, and I'm okay.’ Because, I hate to say this, but sometimes I wake 
up in the middle of the night. I'll shut my switch off, and I know it's off. I'm okay. I'm 
interacting with the family; we're watching TV or whatever it is. And then I go to bed, 
and then at about three o'clock in morning, I'm up. And I'm having some sort of dream … 
That I missed an IV or something. Or running around trying to get orders signed. I don't 
know if there's something bothering me inside, but it's almost, I don't know how to shut 
that part off” (A13). 
Sub-category 2d: Recognizing your own limits. The last construct within regulating 
approach involves oncology nurses recognizing when a situation is no longer healthy or 
beneficial for them. This often means recognizing when it is time to leave a job or recognizing 
when they need to consciously change their approach. As mentioned, many of the constructs 
within the definition of professional QOL are outside of nurses’ control, and the facilitators and 
barriers are significantly extrinsic. Therefore, an essential action to enhance professional QOL is 
to recognize when those extrinsic factors are irreconcilable. Participant A13 described what 
prompted her to leave an inpatient oncology job:  




Similarly, Participant E2 is a seasoned oncology nurse who has done this over the course of her 
career.  
“I think I've been good about getting out of scenarios that are not making my work very 
fulfilling. Because I know that my work is a calling, I need to make sure that I'm in an 
environment that is going to facilitate and foster that growth and joy” (E2). 
Participant A9 started to recognize her own limits, but her husband is who accelerated her 
decision to leave a job where she was feeling overwhelmed with compassion fatigue. 
“[I would] come home crying and [say] ‘Oh, this patient, you'll never believe this story,’ 
or whatever. And my husband was like, ‘I think you need a change.’ And having 
somebody else kind of validate those feelings of... I was already thinking that, and to 
have somebody else recognize that and say it unprompted, I was like, Okay, yeah, this is 
not good for me anymore" (A9). 
Category 3: Caring for self. Oncology nurses care for themselves in two main ways 
prioritizing self-care activities and decompressing in a way that is individualized to their 
personality needs. By caring for themselves, nurses can “refuel” and minimize the negative 
factors weighing on them regularly, which enhances their professional QOL. Caring for self and 















































Sub-category 3a: Prioritizing self-care activities. Prioritizing self-care activities was 
talked about to some degree by almost all participants. Participants approached self-care through 
various means: giving pep talks to themselves, taking time for activities they enjoy, reflecting, 
and participating in integrative and healing arts (see Figure 19). All these actions required 
initiative and action by the nurse. Some participants addressed practices throughout their shift to 
focus on self-care:  
“I take a pause, I go in my office, I go get a drink, I go take a walk on the stairs for a 




Figure 19. Image Shared by Participant A13, Captioned “QOL” 
 
 
While others take time for themselves at home after their shift: 
“But if it is a really bad day, I come home and it's sounding board time. It's really a glass 




Most participants articulated a need to take care of themselves, but multiple participants 
described how they currently or in the past have not prioritized self-care. 
“I don't think I do anything in particular, which is probably part of the reason that I'm so 
[compassion] fatigued sometimes” (A4). 
“I put myself on the back burner…I would eat [in] five minutes, shove a pizza slice in 
your face. I didn't pee for eight hours; I didn't have enough water. I'd go home 
dehydrated, you know, all of those things that you put aside to care for somebody else… 
[something] we don't address very much in the hospital is self-care while you are on 
shift” (A7). 
Sub-category 3b: Decompressing. The other half of caring for self is finding and 
practicing an individualized way of decompressing. Decompressing happens in one of two main 
ways: limiting requirements of oneself and/or decompressing verbally to someone who will 
listen. The first few interviews revealed the need for some nurses to limit the requirements of 
themselves.  
“I just need some down time. Don’t anybody talk to me or ask me anything … I feel 
much better, just a half an hour even, of just pushing all that stuff, leaving it back there” 
(A2). 
“Or just get off a floor for decompression or, you know, when you're going into a room 
and shutting the door for ten minutes just to say, ‘Please leave the energy out there and let 
me settle for a little bit’" (B1). 
However, while using constant comparison and probing questions, another aspect of 




said they prefer to decompress with others. Often, when nurses spoke about decompressing out 
loud, they voiced that it helped them move on or cope with what they were experiencing.  
“I just lay it out. And he listens” (A13). 
“If there was something that came up that I felt like I had made a wrong decision about, or 
that I wasn't educated well enough about, then I would probably take the time to do enough 
personal research to rationalize through that I had done and make a decision about how I 
would do it differently the next time… Because if I don't find out what the piece was that 
was the problem, it'll just ... I'll wake up in the middle of the night, you know, all of that. 
So, I have to get that understanding and that information immediately in order to be able 
to let it go” (A18). 
 “Letting me talk through whatever is going on. Sometimes people passing on our floor 
unexpectedly or just all of that. Me just being able to talk it through or talk through with 
my coworkers I think is the best way for me to move through that” (A5).  
“I would ride with my husband, I'd do my little like, 30-minute debrief for myself, where 
I'd talk about whatever frustration that I wanted to talk about. And then, it would just go 
away” (A18). 
Some participants preferred one form of decompression over another based on their personality 
and family structure, but others choose their method of decompression based on how they feel at 
that moment.  
“…outside of work I feel like whether it's just either spending time with my family if I 





Summary of question three: How do nurses enhance their professional QOL? 
Participants were astutely aware of their need to act to promote professional QOL. Oncology 
nurses enhance their professional QOL in three distinct ways: (1) processing experiences, (2) 
regulating their approach, and (3) caring for self. The processes described and relationships 
between processing experiences, regulating their approach, and caring for self were articulated 
almost systematically by the participants, often in that order. Additionally, all of these processes 
focused on how they Reconcile incongruencies and how their perspective and actions regarding 
these incongruencies informs their professional QOL. They describe acknowledging that even 
though they do not have complete control over the many aspects of oncology nursing, they are 
addressing these incongruencies. It means they can overcome dissonance between their 
expectations and reality, balance emotions, navigate role strain, muscle through, and 
know/accept not knowing the outcomes of their patients. These are intrinsic behaviors and 
thoughts that bear an impact on the nurses’ professional QOL. 
PhotoVoice Findings 
 PhotoVoice offered an additional means of gathering data regarding oncology nurses’ 
professional QOL. Photographs were taken by interested participants prior to their scheduled 
interview. Six of the 14 participants opted to participate in PhotoVoice. Those six participants 
submitted a total of 35 images. Participants submitted as few as two photographs and as many as 
14 photographs. The table in Appendix G details the images submitted and the research question 
or questions they addressed.  
At the end of each interview, the student PI presented each participant with their 
photographs one at a time. While looking at the photographs together, the student PI started with 




categories addressed by the discussions surrounding the photographs had already been addressed 
during the interview; however, most photographs facilitated discussions about new categories or 
allowed deeper probing into a previously identified category.  
 Some of the categories in this theory emerged earlier in the research process because the 
photographs offered a new way for participants to communicate their perspectives. For example, 
Participant A13’s photographs illustrated and facilitated discussions about her support system 
that would not have otherwise been revealed. Participant A13 described how deeply she cared 
for her patients and this was elaborated on when looking at an image of a quote that said, “There 
will always be a nurse who does more than required and cares more than they’re supposed to.” 
Participant A13 captioned this image (see Figure 20), “my greatest strength is also my 
weakness.” This led to a great discussion about how she has not learned to compartmentalize and 
feels compassion fatigue because of this.  
“I just, I guess don't have that baseline of, you care more than you're supposed to. When 
you drive home and you think about it, and then you shut it off when you walk in your 
front door? Do some nurses do that? You know, I don't know. I've been told sometimes 






Figure 20. Image Shared by Participant A13 
 
 
Participant A13 went on to discuss how her husband is exceptionally supportive to help 
her combat the toll that the depth of her caring takes on her professional QOL. This discussion 
was prompted by looking at an image of her husband at a breast cancer walk with her and an 
image of a guest name tag for her husband at a nursing conference. She described that he has a 
deep appreciation of oncology nurses and wants to support her in any way possible after he lost 
his father to myelodysplastic syndrome:  
“So, ever since then as well, my husband has I don't know about appreciation, but really 
listens and understands and his empathy is there as well for these patients” (A13). 
 Key categories and their properties emerged early in the research process from the data 
because of the photographs. For example, Participant C4 shared an image of faulty syringe full 
of daunorubicin chemotherapy. This led to a discussion about the need to feel safe, educated, and 




“...and this was during one of them, and this was the first night of chemo, and so they had 
never received one of the pushes before. And so, they were like, ‘Well, what's it going to 
do? How's it going to work?’ And I was educating, but until it's really there it's 
sometimes harder for the patient to understand. We double-checked everything, and then 
as I'm going to hook it up, I wasn't able to twist it push it in, and I was like, ‘Okay, well 
sometimes I'm not always great at this. Let me try again.’ …and it ended up breaking. We 
were like, ‘Oh, that's not good.’ And so, we had to send it back. Pharmacy had to change 
out the end and everything so that we were able to give it, and so it ended up like I think 
we ended up giving this chemo by like 2 or 3 a.m. The patient was already anxious, and 
then that went wrong, and so then they're being woke up at like 2:00 or 3:00 and getting 
chemo” (C4). 
This example demonstrated the property of feeling safe and competent as a part of navigating 
role strain. Additionally, it brought up the construct of having adequate resources. Further, this 
situation demonstrates how not having adequate resources or chemotherapy safety can lead to 
patient anxiety, which acts as a barrier to professional QOL. 
 Another key category that emerged from the data during the first interview, presence of 
colleagues, was expanded upon with the discussion around the photographs. Participant A2 
discussed feeling isolated during her interview, but it was not until she opened up about her 
image of an empty workspace that she shared the depth of the isolation she felt at work (see 
Figure 21).  
“Just kind of bleak…. I hate looking over there. I try not to. It just really bums me out. If 
I had a window or something different, I think it would just make me feel a lot 





 Figure 21. Image Shared by Participant A2, Captioned “Empty” 
 
 
Her discussions of isolation were the first occurrence of the importance of colleague presence.  
ProQOL Survey Findings 
 All participants completed the ProQOL as the final portion of data collection. The mean, 
standard deviation, and frequencies of normative ratings for each of the three subscales of the 
ProQOL (Stamm, 2009) are displayed in Table 3 and the participants’ scores for the three 
subsections are displayed and compared to their global professional QOL self-rating in table 4. 
 The three subscales of ProQOL Version 5, compassion satisfaction, burnout, and 
secondary traumatic stress, (Stamm, 2009) are measured individually. The mean burnout score 
was 19.07 and the secondary traumatic stress score was 21.29 which are both considered low 
scores. Conversely, compassion satisfaction revealed an average score of 44.43, which is a high 
rating. Further, there were zero participants who had high burnout, high secondary traumatic 






ProQOL Subscale Statistics 










Burnout  14 19.07 (3.81) 0 (0%) 3 (21.43%) 11 (78.57%) 
Secondary traumatic stress 14 21.29 (3.54) 0 (0%) 6 (42.86%) 8 (57.14%) 
Compassion satisfaction 14 44.43 (4.29) 11 (78.57%) 3 (21.43%) 0 (0%) 
Note. The normative ranges are the same for each category of the ProQOL (Stamm, 2009). 22 or less is low, 23–41 is moderate, and 42 or 
greater is high. Secondary traumatic stress and burnout represents negative aspects of professional QOL, therefore higher scores are indicative 
of lower professional QOL. Compassion satisfaction is the positive aspect of professional QOL, according to Stamm, so higher scores are 
associated with higher professional QOL. The Cronbach’s alphas for this sample were 0.78, 0.64, and .89 for burnout, secondary traumatic 





Table 3  




















Number of subscales 
consistent with global 
self-rating of 
professional QOL (0–3) 
A2 28 22 36 4  
 Moderate Low Moderate Low 0 
A4 18 23 46 8  
 Low Moderate High High 1 
A5 24 26 44 7  
 Moderate Moderate High Moderate 2 
A7 18 19 40 5  
 Low Low Moderate Moderate 1 
A9 14 16 45 7  
 Low Low High Moderate 0 
C2 22 18 42 7  
 Low Low High Moderate 0 
C4 19 25 44 7  
 Low Moderate High Moderate 1 
B1 23 21 37 4  
 Moderate Low Moderate Low 0 
D1 16 23 48 9  
 Low Moderate High High 2 
D2 17 22 46 7  
 Low Low High Moderate 0 
A13 17 25 50 7  
 Low Moderate High Moderate 1 
E2 18 20 48 8  
 Low Low High High 3 
A18 17 24 48 8  
 Low Moderate High High 2 
A16 16 14 48 7  
 Low Low High Moderate 1 
Note. The normative ranges are the same for each category of the ProQOL (Stamm, 2009). 22 or less is low, 23–41 is moderate, and 42 or 
greater is high. Secondary traumatic stress and burnout represent negative aspects of professional QOL. Therefore, higher scores are indicative 
of lower professional QOL. Compassion satisfaction is the positive aspect of professional QOL, according to Stamm, so higher scores are 
associated with higher professional QOL. There is no global ProQOL score (Stamm, 2010b). The reference ranges for the global, self-
identified professional QOL scales were set by the researcher: 1–4 representing low professional QOL, 5–7 representing moderate 





 Compassion satisfaction scale results. Compassion satisfaction was measured with 10 
items on the ProQOL Version 5 (Stamm, 2009). Scores for compassion satisfaction ranged from 
36 to 50 with an average of 44.43, which falls into the high range. The Cronbach’s alpha for 
compassion satisfaction was 0.89, indicating good internal consistency. Eleven participants 
(78.57%) had high compassion satisfaction scores based on the normative ranges provided by 
Stamm (2009). The remaining three participants (21.43%) had moderate compassion satisfaction 
scores based on the normative ranges. No participants had low levels of compassion satisfaction. 
The majority (at least 85.71%) of participants selected either “often” or “very often” for all items 
in the compassion satisfaction subscale. Further, all participants selected “often” or “very often” 
for four of the items in the compassion satisfaction subscale. For example, 11 participants 
(78.57%) selected “very often” and three participants (21.43%) selected “often” for “I am proud 
of what I can do to help” (Stamm, 2009). The other items that all participants selected “often” or 
“very often” for include: “I like my work as a helper,” “I am happy that I chose to do this work,” 
and “I get satisfaction from being able to help people.” The remaining three participants 
(21.43%) had moderate burnout scores based on the normative ranges. No participants reported 
high levels of burnout. 
 Burnout scale results. Burnout was measured with ten items on the ProQOL Version 5 
(Stamm, 2009). Scores for burnout ranged from 14 to 28 with an average score of 19.07, which 
falls into the low range. The Cronbach’s alpha for burnout was 0.78, indicating an acceptable 
internal consistency. Eleven participants (78.57%) had low burnout scores based on the 
normative ranges provided by Stamm (2009). For eight of the items, the majority of responses 
represented low burnout. Of those eight items, three of the items all had responses suggesting 




“very often” and six responses (42.68%) for “often.” Other items that scored in this way were “I 
am not as productive at work because I am losing sleep over traumatic experiences of people I 
help” and “I am a very caring person.” 
Scores were more evenly dispersed on some items in the burnout scale. For example, “I 
feel worn out because of my work as a helper” had five responses (35.71%) for “rarely,” eight 
responses (57.14%) for “sometimes,” and one response (7.14%) for “often.” Further, no 
participants selected “never” or “very often” for this item. Similarly, “I feel ‘bogged down’ by 
the system” also had more distributed scores than most other items, with the two responses 
(14.29%) for “never,” five responses (35.71%) for “rarely,” six responses (42.86%) for 
“sometimes,” one response (7.14%) for “often,” and no responses for “very often.”  
 Secondary traumatic stress scale results. Secondary traumatic stress was measured by 
ten items on the ProQOL Version 5 (Stamm, 2009). Scores for secondary traumatic stress ranged 
from 14 to 26, with an average score of 21.29, which falls into the low range. The Cronbach’s 
alpha for secondary traumatic stress was 0.64, indicating questionable internal consistency. Two 
of the items represent a broader range of responses. The first, “I am preoccupied with more than 
one person I help” had no responses for “never,” four responses (28.57%) for “rarely,” five 
responses (35.71%) for “sometimes,” three responses (21.43%) for “often,” and two responses 
(14.28%) for “very often.” The second, “I find it difficult to separate my personal life from my 
life as a helper” received no responses for “never,” eight responses (57.14%) for “rarely,” four 
responses (28.57%) for “sometimes,” two responses (14.28%) for “often,” and no responses 
(0%) for “very often.” 
 Most participants (at least 71.43%) selected “rarely” or “never” for the remaining 




items. For example, “I avoid certain activities or situations because they remind me of 
frightening experiences of the people I help” had six responses (42.86%) for never, and eight 
responses (57.14%) for “rarely.” The other two items that scored this way were “I feel l 
depressed because of the traumatic experiences of the people I help” and “As a result of my 
helping, I have intrusive, frightening thoughts.”  
Comparing ProQOL subscale scores with global self-ratings. There is no global score 
for the ProQOL. Therefore, comparisons were done by identifying how many of the subscale 
results and their associated normative ratings were consistent with each participant’s self-
identified global professional QOL ranking. Therefore, the maximum number of subscales 
consistent with a participant’s global rating was three and the minimum was zero. Scores were 
considered consistent when a participant rated their professional QOL as 1–4, or low, also scored 
low in compassion satisfaction, high in burnout, and high in secondary traumatic stress. Two 
participants self-rated their professional QOL in the low section. Both of those participants had 
zero consistencies between their self-rating and each of the sections of the ProQOL. Scores were 
considered consistent when a participant who rated their professional QOL as 5–7, or moderate, 
also scored moderate in the three subscales of the ProQOL. Eight participants rated their 
professional QOL as moderate. Of those participants, 50% had partial consistency in scores, 
meaning normative ratings in one or two subscales matched their self-rating. The other 50% had 
no areas of consistency between their self-rating and each of the three subscales of the ProQOL. 
Lastly, scores were considered consistent when a participant who rated their professional QOL as 
an 8–10, or high, also scored high in compassion satisfaction, low in burnout, and low in 
secondary traumatic stress. Four participants rated their professional QOL as high. Of those four 




the ProQOL, meaning normative ratings in one or two subscales matched their self-rating. One 
(25%) of the participants who rated their professional QOL as high had consistency in all three 
subsets of the ProQOL and their self-rating.  
Overall, only one participant (7.14%) had three ProQOL subscale ratings that were 
consistent with their self-rating, seven participants (50%) had partial consistency between their 
self-ratings and the subsets of the ProQOL (one or two subscales matched their self-identified 
rating), and six participants (42.87%) had no consistency between their self-rating and any subset 
in the ProQOL.  
Chapter Summary 
This chapter addressed the results from the interviews, PhotoVoice, and surveys. 
Categories emerged from the interviews to help address the three research questions:  
1. How do oncology nurses experience and perceive professional QOL?  
2. What are the facilitators and barriers to oncology nurses’ professional QOL?  
3. What actions and processes do oncology nurses use to enhance professional QOL? 
The central concept of professional QOL for oncology nurses is Reconciling 
Incongruencies, which involves navigating role strain, reconciling dissonance, and balancing 
competing conditions and factors. Examples of competing conditions and factors include 
personal/professional demands, sadness/joy, and energy draining/energy generating experiences. 
The four related categories include Accepting the Context of Oncology Nursing, Pursuing a 
Calling, Being Valued, and Bettering the World. The categories of extrinsic factors that can 
facilitate or inhibit oncology nurses’ professional QOL include patient factors, support 
relationships and networks, and system and organizational factors. Individually, oncology 




to enhance their professional QOL. Thirty-five photographs from six participants were submitted 
to supplement and add richness to the data collected during interviews. Survey findings yielded 
lower than expected burnout and secondary traumatic stress and higher than expected 
compassion satisfaction, given the participants’ self-ratings of their perceived levels of 





Chapter 5: Discussion 
Introduction 
The purpose of this grounded theory study was to explore how oncology nurses 
experience professional QOL. Specifically, this study aimed to inductively derive a theory 
focused on professional QOL and the actions and processes that influence it in a group of 
oncology nurses. This study used Straussian Grounded Theory to address three gaps in the 
current literature: conflicting and inconsistent findings related to facilitators and barriers of high 
professional QOL in oncology nurses, a lack of an inductively-derived theoretical perspective 
grounded in the views of those experiencing the phenomenon, and a lack of the “voice” and 
perspective that reflects the uniqueness of the practice of oncology nursing and professional 
QOL. 
Using findings from the participants’ responses, a definition of professional QOL was 
synthesized from the core concept and main categories: professional QOL for oncology nurses is 
a process by which they continually Reconcile Incongruencies within the context of the fluid 
field of oncology nursing. This process involves a sense of Accepting the Context of Oncology 
Nursing, Bettering the World, Pursuing a Calling, and Being Valued. External facilitators and 
barriers include patient factors, support relationships and networks, and system or 
organizational factors. Oncology nurses enhance their professional QOL in three distinct ways: 
(1) processing experiences, (2) regulating their approach, and (3) caring for self. The core 
concept of the derived theory is Reconciling Incongruencies. 
The Theory of Oncology Nurses’ Professional QOL was derived inductively from the 
perspectives of oncology nurses and will therefore be compared with the existing literature on 




ProQOL Version 5 (Stamm, 2010b). The findings from this study offer suggestions for further 
research. This chapter will address the interpretation of the study findings, implications of the 
theory, comparison of findings to the larger body of scientific literature on professional QOL and 
oncology nurses, study strengths and limitations, and future research needed in this area.  
Interpretation of Results 
 Categories emerged from the data in different ways. Some categories were easy to 
identify because the participants quickly, and with conviction, identified, articulated, and even 
explained relationships between them. While other categories took more analysis, required 
theoretical sampling, and necessitated revisions to the interview guide to elicit participant 
perceptions. This more complex analysis was necessary as participants expressed the challenges 
they faced when addressing how they Reconcile Incongruencies. This was also determined 
necessary from the pause most participants took before defining the complex nature of their own 
professional QOL. In addition, as the nurses described their perception and experiences of 
professional QOL, their interviews revealed the complexity, multidimensional nature, and the 
challenge to differentiate between actual professional QOL and the facilitators and barriers. The 
boundaries blurred and required significant theoretical clarification throughout the analysis 
process.  
 Core concept: Reconciling Incongruencies. Numerous dichotomies were discussed 
during interviews and the participants described different ways they reconciled the vast 
paradoxes in their work. The relationships identified by seemingly opposite conditions and 
discordant experiences (joy and sadness, feeling energized and feeling exhausted, finding 
meaning in deaths that are hard to reconcile, and being with patients while compartmentalizing) 




that emerged in each participant’s stories provided insight as to why there may be such 
conflicting and inconsistent findings in the literature about oncology nurses’ professional QOL. 
The majority of the literature examined quantitatively-measured relationships between oncology 
nurses and specific a priori intrinsic and extrinsic factors (Bellicoso, Trudeau, Fitch, & Ralph, 
2017; Craigie et al., 2015; Drury et al., 2014; Duarte et al., 2016; Hegney et al., 2013; Hinderer 
et al., 2014; Hunsaker et al., 2015; Jang et al., 2016; Kelly et al., 2015; Li et al., 2014; Mooney et 
al., 2017; Potter et al., 2010; Smart et al., 2014; Yu et al., 2016), much of which had inconsistent 
or incongruent quantitative findings. For example, Duarte et al. (2016) identified an association 
between empathy and higher levels of both compassion fatigue and compassion satisfaction. 
While Yu et al (2016) found that empathy served as a protective factor against compassion 
fatigue. Similarly, quantitative and qualitative findings were inconsistent regarding the effects of 
caring for dying patients on professional QOL (Drury et al., 2014; Finley & Shepard, 2017; 
Sansó et al., 2015). Perhaps the inconsistencies are due, in part, to the complex nature of 
professional QOL in oncology nurses that makes it difficult to measure strictly quantitatively. 
 For example, finding joy and happiness may, at first pass, appear to be dichotomous with 
working in the field of oncology and is an example of the core concept of Reconciling 
Incongruencies. Most of the participants discussed how they find happiness and joy within their 
work, many of which specifically identified the term joy:   
“It’s about finding joy in your work, not just being satisfied, but actually finding meaning 
and joy in what I do” (E2). 
Additionally, three of the participants (21.43%) scored as “moderate” on the compassion 
satisfaction subscale of the ProQOL; 11 participants (78.57%) scored as “high” on the 




of Stamm’s (2010b) definition of compassion satisfaction. Much of the literature reports that 
oncology nurses score high in compassion satisfaction on the ProQOL (Hooper et al., 2010; 
Mooney et al., 2017; Wu et al., 2016). Therefore, finding joy amidst the sadness as an example 
of Reconciling Incongruencies, compassion satisfaction scores in this study, and the existing 
literature are all consistent.  
However, the deeper analysis in this study revealed new findings. Some of the nurses’ 
global self-ratings of professional QOL were as low as 4 out of 10. Participant A2, who rated her 
professional QOL as a 4 out of 10, did not state she felt happiness or joy about her work at any 
point during her interview. When asked “what does professional QOL mean to you?” she 
responded, “… [I] think things about my job that I enjoy or make me want to come to work” 
(A2), but never stated that she feels this enjoyment at this time. Rather, she frequently discussed 
sad stories, and even submitted a photograph for PhotoVoice of a box of tissue captioned as 
“sadness.” She reflected on the photograph (see Figure 22).  
“I think that just represents both sides of the picture, the patients and their families, and 
their sadness over their diagnosis…Then for my side of it, I have all of this grief built up 
in me for them and it doesn’t really get released very often…I’ve got to keep it together 






 Figure 22. Shared by Participant A2, Captioned “Sadness” 
 
 
Therefore, even though all participants scored moderate or high in the compassion satisfaction 
subscale, there were nurses who believed their professional QOL was in the lower range. The 
participating nurses who rated their professional QOL lower were also the ones who did not 
describe their work as joyful. Their perspectives, along with their self-rated level of professional 
QOL, suggests that they were unable to reconcile the sadness in which they felt they were 
immersed. Additionally, those participants who are unable to reconcile the immense sadness of 
their work still scored moderate or high in the compassion satisfaction section of the ProQOL. 
Thus, indicating some key aspects of compassion satisfaction for oncology nurses may be 
lacking from the current compassion satisfaction scale by Stamm (2009). 
 Some of the incongruencies that must be reconciled by nurses to experience professional 
QOL are not represented in the broadly accepted conceptualization of professional QOL 
proposed by Stamm (2010b). For example, navigating role strain is an example of overcoming 
dissonance that may be uniquely applied to nursing. The properties and experiences related to the 




professional QOL, likely because it was derived deductively for a broader group of helping 
professionals who may feel role strain but likely feel it in a different way than nurses often do 
(Stamm, 2010b). This emphasis on role strain is not surprising given the variation in nursing 
scope and responsibilities in different healthcare systems and states. Further, historical context of 
the professional role of nurses and the professional role of physicians, combined with the 
Institute of Medicine’s (IOM) Future of Nursing call for nurses to practice to the full extent of 
their education and training while serving as full partners in health care (Robert Wood Johnson 
Foundation Initiative on the Future of Nursing, IOM, 2010). In addition, these documents offer 
perspectives about why scope, role, and responsibilities can feel ambiguous or place strain on 
nurses in a way not experienced by other helping professions.  
One of the other complex dichotomies in the Theory of Oncology Nurses’ Professional 
QOL is the relationship between one of the influences, being with patients, and one of the means 
nurses use to enhance their professional QOL, compartmentalizing. Being with patients can act 
as a facilitator of professional QOL or a barrier. Qualification of the relationship as a facilitator 
or barrier can also change in different circumstances. Every participant, without probing from the 
student PI, described how they are with their patients. This language was prominent and 
consistent, thus emerged as one of the early categories. 
“I was with leukemia patients, lymphoma patients” (A7). 
“I’m with brain tumors” (A2). 
“I spent four and a half years as inpatient. With my patients” (A13). 
This concept is consistent with the literature regarding the uniqueness of oncology nursing; 
however, the terminology of being with patients has not yet been articulated in the literature or 




described oncology nurses’ perceptions of being “chosen” by patients to share their deepest 
thoughts and feelings about death and illness. Haberman et al. (1994) also addressed the deep 
connections between patients and their oncology nurses and how rewarding those connections 
can be. Further, Perry (2008) and Perry et al. (2011) also qualitatively linked connecting with 
patients as a safeguard against compassion fatigue. While many articles addressed the 
connections between oncology nurses and their patients, the category of being with patients is 
new and goes beyond connecting with these patients. Being with patients captures the emotional 
investment from both parties, the longevity or intensity of their time together, and a devotion to 
the patients that goes beyond simply providing care for or connecting with patients.  
Findings in this study related to being with patients differ from previous research on 
connecting with patients. Connecting with patients was identified as a protective factor against 
compassion fatigue by Perry et al. (2011), but the findings of this study reveal this relationship is 
not always a facilitator. This study identified being with patients as a potential facilitator or a 
potential barrier to professional QOL. For some, it can act as a barrier, even though being with 
patients is meaningful to that nurse. 
“How can you not get upset? How can you not cry? How can you... it's like, ‘you know 
what, I'm part of their journey. And it's part of my journey. And it's okay. It's okay.’ 
Because in life, we don't want to talk about death. But it does happen. There is a circle of 
life. And that's it. Either I'm there with them, to celebrate when we win. And I'm there 
with them if the decision is, “I've accepted it. And I'm content with my decision.” 




“…I don't work inpatient anymore. There's just more, it's just harder. So, like outpatient, 
‘Oh, Mr. Smith died. Oh, darn it,’ but you weren't with him, watching him take his last 
breath” (E2). 
Multiple factors can influence whether being with patients is a facilitator or a barrier, including 
the level of investment with the patient and their family, how the nurse is able to 
compartmentalize, time spent with patients, and patient outcome. Another factor is how much the 
nurse relates to the patient. Participants’ ability to relate to their patients often facilitates more 
compassionate care, which helps them reconcile or overcome their dissonance between their 
expectations of themselves as a nurse and provide the best care they can. Many participants 
discussed the important role of compartmentalizing to allow being with patients while still 
protecting themselves emotionally.  
“I was afraid I would get too close and then lose somebody…having more self-awareness 
of my boundaries with patients and recognizing that I can still get to know them and 
know personal things about them but not to really over-invest” (A9). 
A related perspective, caring and empathy, is described in the nursing professional QOL 
literature. The overlap with being with patients and caring and empathy seems possible, but the 
two have distinct differences. In two studies, caring closely for patients and the nurse’s coping 
abilities were associated with a higher risk for compassion fatigue (Drury et al., 2014; Yoder, 
2010). In contrast, Finley and Sheppard (2017) and Yu et al. (2016) found that caring deeply and 
having empathy for patients was associated with higher compassion satisfaction and lower levels 
of compassion fatigue. The inconsistencies within these published studies is consistent with the 
finding of this study: being with patients is not definitively a facilitator or barrier. Rather, there is 




and they must reconcile, through compartmentalizing and other means, how much they can 
invest and still maintain an acceptable level of professional QOL.  
 Accepting the Context of Oncology Nursing. Accepting the Context of Oncology 
Nursing is comprised of three sub-categories: (1) expecting growth, change, and challenge; (2) 
knowing the demands; and (3) embracing the complex relationship between time and oncology 
nursing. Excepting growth, change, and challenge is not addressed in the literature as it relates to 
professional QOL of oncology nurses. Further, knowing the demands and embracing the complex 
relationship between time and oncology nursing are not discussed in the professional QOL 
literature, however participants in qualitative work exploring the uniqueness of oncology nursing 
described the physical and emotional demands of caring for people over prolonged and 
vulnerable times which facilitated deep connections to their patients and their work as oncology 
nurses (Browall et al., 2014: Houck, 2014; Haberman et al., 1994). Additionally, existing 
literature addresses the difference between nurses, especially oncology nurses, who have 
sustained relationships with patients as opposed to first responders or those who interact with 
patients at greater intervals indicating that oncology nurses professional QOL needs to be 
examined acknowledging the context of their sustained relationships with patients (Boyle, 2011; 
Bush, 2009). This literature all supports the need to include this key category, Accepting the 
Context of Oncology Nursing, as an integral component of describing and measuring oncology 
nurses’ professional QOL. 
 Bettering the World. Bettering the World is comprised of two sub-categories: (1) 
making a difference and (2) applying my education, gifts, and experience to provide care. 
Making a difference is an established concept in the body of compassion satisfaction literature 




construct. In fact, one of the items on the compassion satisfaction subscale of the ProQOL 
Version 5 reads, “I believe I can make a difference through my work” (Stamm, 2009). The 
literature is lacking in the discussion about oncology nurses making a difference and the direct 
role that perception plays in professional QOL. Browall et al. (2015) suggests oncology nurses 
find meaning in critical existential encounters, but does not directly address professional QOL, 
compassion satisfaction, or, specifically, a sense of making a difference in the lives of others.  
 The second sub-category within Bettering the World is applying my education, gifts, and 
experience to provide care. This category is novel to this is body of research, but the undertones 
of it are discussed in the existing literature. For example, much of the research addressing the 
need for a focus on professional QOL acknowledges that if nurses experience professional QOL, 
they are better positioned to provide quality care. Potter et al. (2010) and Yang and Huang 
(2005) identify improved patient satisfaction as an outcome of nurses experiencing professional 
QOL. A gap between care provided and what nurses wanted to provide is an identified barrier 
(Kim et al., 2014; Perry et al., 2011) which may be interpreted as an incongruence to be 
reconciled. However, the literature available does not include applying my education, gifts, and 
experience to provide care as an essential component of professional QOL. Despite this, the 
participants in this study all focused on the important of having a sense they are able to apply 
their education and experience and their personal “gifts” in order to provide quality care to 
patients as an essential component of their professional QOL.  
 Pursuing a Calling. Pursuing a Calling includes four sub-categories: (1) fulfilling your 
purpose, (2) feeling pride and fulfillment, (3) pursuing your full potential, and (4) harmonizing 
with personal QOL. Feeling pride and fulfillment and fulfilling your purpose are discussed in the 




loosely addressed in the literature. For example, Drury et al. (2014), Duarte et al. (2016), 
Hinderer et al. (2014), and Perry et al. (2011) address the positive correlation between work life 
balance and self-care and optimal professional QOL. However, the depth of the relationship 
between personal and professional QOL for oncology nurses is significant because there is an 
integration between the two that necessitates harmonizing or blending of the two and not just 
balancing one or the other.  
Lastly, pursuing your full potential was an emerged sub-category that is not widely 
addressed in the literature. No questions on the ProQOL Version 5 (Stamm, 2009) measure for 
this. Although, professional QOL literature addresses influencing factors that are marginally 
related to pursuing your full potential. Professionalism has been linked to good professional 
QOL in nurses and education level has incongruent findings related to professional QOL 
(Hegney et al., 2013; Hunsaker et al., 2015; Jang et al., 2016; Kim et al., 2014; Sacco et al., 
2015; Potter et al., 2010). However, the current body of literature does not address 
professionalism and education level as components of professional QOL. For example, Jang et 
al. (2016) measured professionalism using Hall’s Professionalism Index (HPI) which measures 
aspects such as public service, autonomy, self-regulation, professional community affiliation, 
and sense of calling. They found self-regulation, professional community affiliation, and 
autonomy were positively correlated with better professional QOL (Jang et al., 2016). However, 
this study was done in a population of Korean nurses with generally lower rates of compassion 
satisfaction (Jang et al., 2016). Most importantly, these factors were examined as factors 
associated with professional QOL as opposed to the posit of the Theory of Oncology Nurses’ 




components of oncology nurses’ professional QOL. In addition, the need to fulfill potential was 
not explicitly addressed in any of the studies focused on the uniqueness of oncology nursing.  
 Being Valued. Being Valued emerged as a category and includes establishing autonomy 
as an individual nurse and as a nursing workforce within an institution, feeling recognized, 
working cohesively with the interdisciplinary oncology team, and valuing self. Feeling 
recognized and working cohesively are extensively addressed in the literature but are usually 
addressed as factors positively correlated with better professional QOL (Drury et al., 2014; Kelly 
et al, 2015; Li et al., 2014; Perry et al., 2008; Wu et al., 2016; Yoder, 2010). The ProQOL 
vaguely addresses working cohesively in one question, “I feel connected to others” (Stamm, 
2009), but does not otherwise measure the properties of feeling recognized or working 
cohesively. However, as it emerged in this study, these are actually foundational components of 
professional QOL for oncology nurses. 
 Valuing self and establishing autonomy were primarily novel categories that emerged as 
essential components of an oncology nurses’ professional QOL. Jang et a. (2016) found positive 
associations between autonomy and compassion satisfaction and negative associations between 
autonomy and burnout. However, the sample was of Korean nurses and no studies in the United 
States have examined autonomy as a component or facilitator of professional QOL. Nursing is a 
unique profession that has its own body of research and its own set of diagnose and nursing 
specific interventions; yet still experiences ambiguity about role responsibilities and struggles 
with autonomy in American healthcare systems that are largely driven by physician orders and 
medical management. Properties that emerged as essential to both of these unique categories 
were the desire for respect and their input to have influence on patient and health system 




categories are represented in the core values of the Magnet® recognition program, which has 
been used as an intervention to decrease compassion fatigue (Graystone, 2019).  
Facilitators and barriers. Three major categories emerged from the data as the 
facilitators and barriers of oncology nurses’ professional QOL: patient factors, support 
relationships and networks, and system or organizational factors. Patient factors include the 
nature of patients with cancer, being with patients, relentlessness of the cancer experience, and 
the relationship to personal experience. Support relationships and networks include presence of 
colleagues, connecting with colleagues, and personal and professional support networks outside 
of work. The final category, system or organizational factors, includes management, being 
heard, and having adequate resources. The major constructs of these factors are discussed in the 
literature, but three significant and novel categories emerged from within these factors.  
Participants were clear that supportive organizations and leaders, as well as good 
relationships with their colleagues, were facilitators of professional QOL. These were responses 
that quickly came to the participants during their interviews as well. Interview findings regarding 
leadership and system support varied along the spectrum of being called definitive facilitators to 
exemplars of leaders and systems perceived as profound barriers. Most of the facilitators and 
barriers identified by the participants were clearly identified as facilitators or barriers and 
consistent with the existing literature. Consistent with findings in this study, Drury et al. (2014), 
Hunsaker et al. (2015), Kelly et al., (2015), Perry (2008), Yoder (2010), and Yu et al. (2016) all 
associated superior professional QOL with nurses’ perceptions of supportive organization and 
leaders, as well as collegial support, communication, cohesion, and socialization, but the 





One property that emerged with the category of leadership was whether a direct 
supervisor was an oncology nurse. Participants spoke about managers who were oncology 
experts and truly understood what the staff was doing. This could take different forms, including 
being certified in oncology, recognizing when they do not fully understand, but the key was that 
management valued and invested themselves in the expertise of oncology nurses: 
“[She], interestingly, is from a cardiac background, started at the CCU, and then moved 
over to oncology, and that's one thing that I really respect about her. She's just not an 
MSN from cardiology working in oncology now, but she actually studied for and took the 
[OCN®] exam and passed the exam. So, I think that speaks volumes to her drive and her 
initiative. Yeah, I just love her” (E2).  
In one study, 21% of oncology nurse mangers were certified and most managers surveyed saw 
value in certification (Brown, Murphy, Norton, Baldwin, & Ponto, 2010). Brown et al. (2010) 
found that oncology nurses, both certified and not certified, also valued certification, but did not 
directly address their perceptions as it relates to their managers being certified. However, studies 
examining the relationship between professional QOL and oncology certification of managers or 
other objective measures of managers’ commitment to oncology have not been conducted. 
 The value of strong collegial relationships, support from colleagues, and socialization 
have been correlated with optimal professional QOL (Drury et al., 2014; Jakimowicz, Perry, & 
Lewis, 2017; Perry et al, 2011; Yoder, 2010; Wu et al., 2016; Yu et al., 2016), as described 
above, but literature does not address the separate and equally important category of presence of 
colleagues. Nurses in this study frequently referred to the immediacy of their need for a 
colleague with shared experiences to be in close proximity. The current literature on professional 




from their peers as facilitators (Drury et al., 2014; Jakimowicz et al., 2017; Wu et al., 2016). 
However, the data in this study differs because it addressed those properties of colleagues but, 
just as importantly, addressed an immediate need for colleagues in close proximity. Further, the 
presence of colleagues was often addressed first by participants, and the quality of connection or 
support from the colleagues was typically addressed after the participants described the 
immediate need for presence of colleagues. Some needed someone right there to brainstorm or 
debrief and others needed to have someone there as a mentor or support.  
“I find it's a stronger bond when you work inpatient because they're there. They're there 
doing your code, your rapids, and it's 12 hours of family. You spend many hours with 
them” (A13). 
“I’m just so sad. It feels so lonely. There are just times where somethings going on and 
you wish you could just turn around…like, ‘Oh my gosh, I just need to talk to somebody 
about this” (A2). 
This presence is one of the key facilitators identified by the participants and warrants further 
investigation.  
Enhancing professional QOL. The current study revealed that oncology nurses use self-
driven actions to enhance their professional QOL in three distinct ways (1) processing 
experiences, (2) regulating approach, and (3) caring for self. Actions and processes identified by 
the participants involved conscious and subconscious methods of enhancing their professional 
QOL.  
Processing experiences. The first category, processing experiences, includes sense 
making, perspective framing, emotionally responding to loss and challenges, and knowing. When 




learn, protect themselves, and be ready to care for other patients. Similar to current literature, this 
study revealed nurses used their faith and spirituality to provide perspective to make sense of 
their professional experiences and enhance QOL. Spirituality and religiousness have been 
associated with superior professional QOL in nurses (Kim et al., 2014; Politsky, 2013; Romeo-
Ratliff, 2014; Yoder, 2014). In addition, participants in this study indicated they were able to 
look at the bigger picture of the good they are doing and frame their perspectives around those 
positive reflections. Similarly, Yu et al. (2016) identified “perspective taking” as the strongest 
predictor of compassion satisfaction (p. 28). Death and coping training have also been shown to 
be associated with superior professional QOL (Sansó et al., 2015; Yu et al., 2016) which may be 
one method of facilitating the development of processes identified by this sample as beneficial, 
such as emotionally responding and perspective framing.  
Knowing was also a sub-category that emerged from the data. This study indicated that 
knowing the outcomes for patients was a means to enhance professional QOL, which aligns with 
a sample of pediatric oncology nurses who help cope with loss and grief through knowing what 
has happened with patients (Conte, 2007). Knowing has not been measured as it directly relates 
to nurses’ professional QOL but has been discussed as a protective mechanism in grief and loss 
literature as a proposed way to minimize compassion fatigue (Conte, 2007) and as a way to 
improve coordination of care and support to staff and families (Baker, et al., 2011). Knowing the 
outcomes may be unique in its application to oncology nurses’ professional QOL because of the 
intense and concentrated relationships with patients described by Boyle (2011). For example, an 
inpatient oncology nurse cares for a patient for 12 hours at a time for weeks or months (Boyle, 
2011) and may never know what happens to them after they are discharged. As opposed to an 




admissions to outside hospitals (Frieden, 2019) and therefore knows if their patient’s disease 
progresses or if they are in remission. Once nurses have processed their experiences through 
these four strategies, they can move on to regulating their approach in future encounters. 
Regulating approach. Regulating approach emerged as a major category. Regulating 
approach is a conscious or subconscious way of adjusting behavior or actions to enhance 
professional QOL proactively. Regulating approach includes anticipating the trajectory for a 
patient and events in a shift, preparing for specific interactions with patients or an entire shift, 
compartmentalizing feelings in response to critical events or relationships with patients, and 
recognizing your own limits in a specific situation or a job in general. These constructs are not 
directly addressed in the body of literature assessing influencing factors of professional QOL. 
However, aspects of anticipating, preparing, compartmentalizing, and recognizing your own 
limits are all addressed in some ways.  
First, anticipating and preparing emerged as two sub-categories, often described in order 
as a two-step process. Anticipating and preparing have underlying similarities to professionalism 
and experience with ethical dilemmas, which are both associated with superior professional QOL 
(Jang et al., 2016; Kim et al., 2014) and educational level, which has inconclusive relationships 
to professional QOL (Hegney et al., 2013, Hunsaker et al., 2015; Sacco et al., 2015; Potter et al., 
2010). However, in this sample, nurses pursuing education was one way of being better prepared 
to anticipate and prepare for interactions with patients was identified as a way to enhance 
professional QOL. 
Compartmentalizing emerged as a sub-category within regulating approach. 
Compartmentalizing is not measured as a factor associated with professional QOL in any of the 




burn ICU nurses identified compartmentalizing as a sub-category for adapting to suffering 
(McDermott Shearer, 2018). Further, compartmentalizing has been identified as a protective 
mechanism for coping with a variety of challenging situations by “putting things where they 
belong and not letting them get in the way of the rest of your life” (Goldsmith, 2015, para. 5). 
The complexities between balancing caring, being present, and having empathy with 
compartmentalizing is also addressed but not answered in the inconsistent findings related to 
caring and empathy with professional QOL (Duarte at al., 2016; Perry, 2008; Perry et al., 2011; 
Potter et al., 2010; Sabo, 2010; Yoder, 2010; Yu et al., 2016). Therefore, the emergence of 
compartmentalizing as a category may provide a factor to consider in future quantitative studies 
or interventions to address how nurses can care intensely enough without caring too much.  
Recognizing your own limits emerged as a sub-category. It is operationalized in three 
ways: (1) recognizing when to take a step back and change the level of personal investment with 
patients, (2) taking time off work, and (3) leaving a position to find a new job when professional 
QOL or other personal wellbeing is at risk or compromised. Like these findings, self-awareness, 
early identification of compassion fatigue, and efforts aimed at psychologically dealing with 
grief and loss among nurses have been found to enhance professional QOL (Aycock & Boyle, 
2009; Peters, 2018; Sanso et al., 2015; Yu et al., 2016). This self-awareness of one’s own limits 
was also significant because of the ten outpatient nurses, nine of them specifically referred to 
how their professional QOL was worse in the hospital because they were so compassion fatigued 
that they felt a need to remove themselves from those positions and move to outpatient roles. 
Despite this finding which revealed nurses in this sample experienced higher compassion fatigue 




oncology practice setting, as measured with the ProQOL (Potter et al., 2010). This may be 
attributed to the need for a measure more specific to oncology nurses.  
Caring for self. Another important way nurses in this study enhanced their professional 
QOL was by caring for self. Caring for self is comprised of two sub-categories: (1) prioritizing 
self-care activities and (2) decompressing. Current trends prioritizing self-care activities can be 
found in many health systems’ quality improvement projects, as well as research studies 
examining self-care strategies related to promote professional QOL (Drury et al., 2014; Duarte et 
al., 2016; Hinderer et al., 2014; Neville & Cole, 2013; Perry, 2008; Perry et al., 2011). While 
findings from this study align with self-care literature, interestingly the emphasis from 
participants in this study was somewhat disproportionate to the emphasis placed on self-care, 
holistic practices in the literature. Participants addressed self-care, but usually it was not the first 
or most important action or process they used to enhance their professional QOL. Therefore, it is 
still a valuable method for combating compassion fatigue, but it should not be the sole approach 
invested in by health systems or individual nurses. One explanation of why participants in this 
study did not emphasize self-care practices as much as anticipated may be related to the required 
initiative and action required by the nurse to complete some of these holistic self-care practices. 
This is significant in a group of professionals who are, at times, known for not taking breaks in a 
12-hour shift.  
Lastly, decompressing was a sub-category within caring for self that was identified in this 
study and has some consistency with the literature. Decompressing includes debriefing with 
nurses or supportive laypeople as well as limiting requirements of self. Some participants always 
preferred to limit the requirements of themselves and decompress alone in a reflective space. 




strategies being effective. Drury et al. (2014) and Yoder (2010) both linked debriefing to 
experiencing professional QOL. However, the solitary methods described by many participants 
of decompressing have not been captured in the same way in existing literature.  
Surveys. The current study’s sample size was insufficient to draw any generalizable 
conclusions about the survey results. However, valuable insight can be gathered from comparing 
participants’ personal ratings of their own professional QOL, ProQOL responses, ProQOL 
scores, and qualitative findings. Mean scores and their associated normative ratings from this 
sample were assessed for each of the subscales of the ProQOL (Stamm, 2010b): compassion 
satisfaction = 44.43 (high), burnout = 19.07 (low), and secondary traumatic stress = 21.29 (low). 
The mean scores were comparable with the findings of Wu and colleagues (2016) who surveyed 
486 oncology nurses across the United States and determined the mean compassion satisfaction 
score was 42.37 (high), the mean burnout score was 22.66 (border of low to moderate), and the 
mean secondary traumatic stress score was 22.65 (border of low to moderate). The scores of 
participants in this study and their associated label of low, moderate, or high were compared with 
each participant’s global 1–10 self-rating of their professional QOL. The majority of participants 
(92.86%) had partial or complete inconsistencies between their global professional QOL rating 
compared with their scores on each of the subscales of the ProQOL. Further, although not 
conclusively measured, the tone of each interview was reflective of the participant’s self-rating 
of their own professional QOL, suggesting the theory that emerged accurately captures the 
priorities for oncology nurses related to their professional QOL.  
Some of the items from the ProQOL survey aligned with the categories that emerged 
from the interviews as integral to oncology nurses’ professional QOL. For example, “I am proud 




work as a helper,” and “I feel connected to others” (Stamm, 2009) relate to some of the 
categories in the theory that resulted from this study. However, many items, particularly those 
measuring secondary traumatic stress and burnout, were not related to categories that emerged 
from the qualitative data. For example, “I can’t recall important parts of my work with trauma 
victims,” “as a result of my helping, I have intrusive, frightening thoughts,” and “I am not as 
productive at work because I am losing sleep over traumatic experiences of people I help” 
(Stamm, 2009) do not measure categories or even properties that emerged from the interview 
data. Further, sub-categories that emerged from this study but are not addressed with the 
ProQOL Version 5 (Stamm, 2009) include expecting growth, change, and challenge; knowing 
the demands; embracing the complex relationship between time and oncology nursing; pursuing 
your full potential; harmonizing with personal QOL; establishing autonomy; feeling recognized; 
and working cohesively. This is consistent with the findings of Heritage, Reese, and Hegney 
(2018) who determined that the ProQOL Version 5 does not have good construct validity with 
nurses. The compassion satisfaction measurement was adequate, but the burnout and secondary 
traumatic stress scales were inadequate measures in a sample of 1615 registered nurses (Heritage 
et al., 2018).  
Implications 
First, the core concept of Reconciling Incongruencies reinforces the complexity of 
balancing the positive aspects of caring for patients undergoing cancer treatment with the 
challenges and negative aspects. However, reconciling requires even more than simply 
balancing, it requires an internal sense of acceptance and peace with the negativity of difficult 
aspects of caring for patients and families experiencing cancer. The complexity of Reconciling 




need to reconcile the incongruencies they experience in an individualized manner. This makes 
one-size-fits-all strategies to enhance professional QOL less likely to be effective. Initiatives 
aimed to improve professional QOL should acknowledge the facilitators, address the barriers, 
and promote ways for nurses to enhance their own professional QOL; but they need to have 
adaptability for the needs of the individual, the department, or the situation.  
Being with patients and applying my education, gifts, and experience to provide care 
should also be a focus moving forward. These priorities have been a recent focus of health 
systems because of the emphasis on patient outcomes, but this adds a new layer. Oncology 
nurses so deeply want to do the best they can for their patients. This requires ongoing efforts by 
leadership to ensure resources are available, promote and reward mutually respectful 
interdisciplinary teams, and address factors affecting role strain when possible. To facilitate 
applying my education, gifts, and experience to provide care participants identified being with 
patients as a priority. Strategies can be implemented to facilitate each nurse’s ability to be fully 
present with patients. 
Pursuing full potential was one of the novel categories that arose in this study. In 
oncology, there are many ways to pursue full potential, such as through formal nursing curricula; 
continuing education for anti-cancer treatments; earning specialized training for chemotherapy, 
biotherapies, or stem cell transplants; and earning one of many oncology certifications offered by 
the Oncology Nursing Certification Corporation. Leadership can use this category to facilitate 
and support formal and informal pursuits of full potential.  
Focus should also shift to addressing the presence of colleagues for those oncology 
nurses who may be in a work setting vulnerable to isolation. The influence of having others with 




has an immediate ability to connect, may prove to be one of the most invaluable facilitators of 
professional QOL. These considerations should be taken when building or renovating hospitals. 
Newer hospitals are designed to be more spread out with less centralized nursing stations and 
more nursing satellite stations. This is a benefit for patient safety and should continue but can 
also be achieved without increasing physical isolation between nurses. As of September 2019, 
there were 6,257 registered hospitals in the United States (American Hospital Association 
[AHA], 2019b). This is an 18.91% increase from the number of hospitals in 2017 (AHA, 2019a). 
Hence, this rate of hospital development offers ample opportunities for nurses to insist on 
involvement in design and workflow in this booming area of growth. One benefit of nurse 
involvement could lead to facilitating presence of colleagues and thereby facilitate professional 
QOL for nurses. 
 Another implication of these findings is the need for managers and leadership to show a 
concerted effort in the nursing staff. While this has been recognized in the literature, a new 
category arose when participants frequently referenced strong leaders taking a specific action to 
demonstrate their own commitment to oncology by furthering their education in oncology or 
becoming certified. Further, nurses acknowledged managers directly helping with patients when 
necessary was a facilitator. These are measurable, unambiguous ways for leadership to take 
deliberate action to improve professional QOL.  
 Nursing education and onboarding processes can be adapted based on the findings of this 
study. The finding related to Accepting the Context of Oncology Nursing revealed that while 
oncology nursing is emotionally and physically demanding work, it is also rewarding. Therefore, 
providing nurses who are new to oncology or considering entering this specialty with a realistic 




transition to the specialty and keep them in oncology. This will allow them to start their careers 
or career transitions with less dissonance to overcome. Also, the presence of colleagues sub-
category could offer further evidence-based rationale supporting the importance of assigning a 
peer mentor upon hire. The peer mentor’s schedule should mirror the new oncology nurse’s 
schedule when possible so they are present in close proximity when the new nurse will likely 
need them the most.  
 Through the study process, participants expressed their gratitude for this study. Simply 
knowing research was being done brought comfort to some participants. One participant even 
refused the gift card incentive, stating that she felt it was her duty to share her experiences to 
help promote professional QOL in the greater population of oncology nurses. Oncology nurses 
who did not meet eligibility requirements eagerly shared recruitment information, expressing the 
same appreciation. This abundant positivity towards the aims of this study reinforced the need to 
continue pursuing this complex but critically important issue.  
 Lastly, findings suggest a need for an oncology nurses’ professional QOL measurement 
instrument based on the derived theory. The ProQOL (Stamm, 2009) is well validated, reliable, 
and consistent with the professional QOL theoretical pathway outlined by Stamm (2010b), but it 
does not have good construct validity with oncology nurses (Heritage et al., 2018). Additionally, 
it may measure components that are not as pertinent to oncology nursing and it may not capture 
the full scope of oncology nurses’ professional QOL, thereby skewing the results. A means to 
measure and track oncology nurses’ professional QOL is necessary foundation to combat 
compassion fatigue and enhance professional QOL. Interventions can then be targeted and 




Study Strengths and Limitations 
 Strengths. The strengths of this study are directly tied to the gaps identified in current 
literature that the study addressed and rigorous operationalizing of Corbin and Strauss’s 
grounded theory methodology:  
1. Regionally and professionally diverse sample. 
2. Iterative analysis using constant comparison and theoretical sampling to examine 
answers to complex questions. 
3. Multiple methods of data collection including interviews, PhotoVoice, and surveys. 
Participants came from the west coast, the Midwest, the south, and the Great Plains. This 
brought a diversity of experiences that validated that the perspectives of the participants were not 
isolated to one state or region. Furthermore, participants were broadly distributed between 
inpatient, outpatient, hematology, radiology, clinical trials, infusion centers, and other specialty 
areas (Table 1). In addition to their perspectives from their current positions, the majority of the 
nurses in this study have worked in at least two, if not more oncology specialties or departments. 
In future research, it would be advisable to ask about past and current nursing experience on a 
demographic survey to capture the full breadth of the participants’ experiences.  
The iterative process that tightly adhered to Strauss and Corbin’s (2015) methodology 
ensured rigor and trustworthiness through the process. The focus on the raw data and the words 
of the participants let the theory emerge from their perspective. Interview recordings and 
transcripts, the developing codes and theories, and memos were visited and re-visited throughout 
the process to ensure no categories were missed or left theoretically unclear. Close collaboration 




facilitated the iterative approach to coding, recoding, and constant comparison dictated by 
Strauss and Corbin (2015).  
The multiple methods of data collection, in combination with the iterative analysis 
process, increased the richness of data. First, the preliminary survey question asking participants 
to provide a global self-rating of their professional QOL allowed for theoretical sampling to 
ensure participants across a broad spectrum of levels of professional QOL. Further, during the 
interviews, interview analysis, and ProQOL survey analysis, the global self-rating of professional 
QOL offered a reference point.  
PhotoVoice offered a level of richness in multiple ways. First, participants who opted to 
participate in the PhotoVoice portion showed marked evidence they had been contemplating 
their professional QOL prior to the interview. This was demonstrated through thorough, 
organized, and deeply contemplative and reflective responses to the various questions asked. 
While they did not know the questions prior to the interview, they were, in some ways, showing 
signs of being prepared for the interview. Second, the student PI was able to visually see the 
participants’ perceptions in ways not possible with conversation only. Finally, the discussions 
surrounding the images offered depth to the data. For example, Participant A13 discussed her 
supportive spouse during the initial portion of the interview. It was not until she described her 
photographs that she shared the deep connections between her spouse’s loss of a parent, her 
depth of caring and trouble compartmentalizing, and her spouse’s role in supporting her to avoid 
compassion fatigue. Additionally, Participant A2’s photograph captioned “empty” (see Figure 
21) led to one of the first and most significant codes, presence of colleagues.  
Lastly, the use of the ProQOL (Stamm, 2009) survey allowed for comparison between 




emerged from the data. Areas of consistency between the ProQOL were identified. However, 
categories from this study were not all measured in the ProQOL and some items on the ProQOL 
never emerged as categories in this study; participant scoring on those items suggest that they do 
not play a role in oncology nurses’ professional QOL.  
Limitations. Adherence to research methodology and the specifics of study designed 
ensured rigor throughout the process of the theory derivation of oncology nurses professional 
QOL. However, three limitations were identified that could have influenced study results: sample 
size, homogenous sample, and not all participants submitted images as part of PhotoVoice. 
First, the sample size of 14 participants was small but consistent with the grounded 
theory methodology. Data collection procedures followed qualitative standards and continued 
until saturation was achieved. Saturation was achieved when no new categories emerged, when 
there was theoretical density and clarity, and when no new perspectives on the existing 
categories emerged (Corbin & Strauss, 2015; Mason, 2010). Interviews were in depth and 
provided ample data. Sampling and data collection continued to ensure saturation and built 
theoretical clarity within and between the categories. Additionally, the student PI was cognizant 
that it is common for novice researchers to misinterpret saturation too early in the research 
process (Onwuegbuzie & Leech, 2007), therefore to counter this common error sampling 
continued beyond what the student PI initially thought was saturation to ensure essential data 
was not omitted.  
Several factors influence how many participants are needed to achieve saturation. First, 
expertise in a subject matter leads to needing fewer participants for saturation (Jette, Grover, & 
Keck, 2003). The student PI has lived experience as an oncology nurse and has studied oncology 




and had been given time to think about their perspectives leading up to the interviews. When 
more than one method of data collection is used, fewer participants are required (Lee, Woo, & 
Mackenzie, 2002). PhotoVoice and survey completion offered additional layers of analysis that 
complemented the data that would have been gathered from the interviews alone.  
The sample was comprised of all white, non-Hispanic, female oncology nurses. The lack 
in gender, racial, and ethnic diversity is limiting, but somewhat consistent with the homogeneity 
of the nursing workforce in the United States. Demographic data are not available for oncology 
nurses, but the American nursing work force is a relatively homogeneous group. Currently in the 
United States, 90.9% of nurses are female and 80.8% are Caucasian (Smiley et al., 2018).  
 In addition to gender and racial homogeneity, the sample had more participants with 
moderate self-ratings of professional QOL and fewer participants with lower self-ratings of their 
professional QOL than desired. There were two main reasons for this. First, only three of the 
initial survey respondents rated their professional QOL as a 4/10 or lower. Of those three, only 
two were available for an interview. Secondly, oncology nurses with lower professional QOL 
may have been less likely to complete the initial survey because of their lower professional QOL.  
 PhotoVoice offered an additional layer of analysis to the study. PhotoVoice participation 
was optional and only six of the 14 participants provided photographs prior to their interview. 
More time and effort were required of participants who opted to participate in PhotoVoice, 
which could explain why all participants did not participate in this process. While more 
photographs would have provided more data, the 35 photographs submitted and discussed 
offered unique perspectives of the nurse that would have not otherwise been available using 




Recommendations for Future Research 
Professional QOL will likely remain a research priority for oncology. This study supports 
the need for further research regarding oncology nurses’ professional QOL.  
First, as suggested by the data, a more precise measure of oncology nurses’ professional 
QOL is necessary. Precise measurement of oncology nurses’ professional QOL may yield a 
quantitative measure more consistent with oncology nurses’ perceptions of their own 
professional QOL. Further, the individual components of the instrument can be derived from the 
major categories identified as important to oncology nurses.  
Second, actions need to be taken to focus on enhancing the professional QOL of 
oncology nurses that reflect their distinct needs. For decades, hospitals and individuals have 
taken action to enhance professional QOL; however, with the findings of this study, those actions 
can be better targeted to how oncology nurses experience professional QOL. Particularly, these 
actions are a priority for inpatient oncology nurses. All participants had past or current 
experience as an inpatient oncology nurse. Nine of the ten (90%) outpatient oncology nurses 
reflected on their time as an inpatient oncology nurse when asked about the time in their career 
when they felt most compassion fatigued. Further, those nine participants also ruminated on the 
negative impact that inpatient oncology nursing had on them throughout much of the interview, 
often comparing how they no longer experience loss and witness suffering in the same way they 
did before. This retrospective insight from nine of the participants illustrates a need to focus in 
this area.  
Lastly, while not an initial aim of this study, three main consequences of oncology nurses 
experiencing optimal professional QOL emerged from the data. Improved wellbeing of oncology 




nursing workforce were all identified as outcomes of optimal professional QOL. Further research 
regarding each of these, including quantitative measures of these outcomes, will offer valuable 
information about topics that are consistently stressed as important in healthcare literature.  
Chapter Summary 
 The Theory of Oncology Nurses’ Professional QOL that emerged from the data offered 
many points for comparison to the literature, implications for practice, and ideas for future 
research initiatives. There is significant overlap with the existing literature, but novel categories 
emerged with implications for practice and future research. Novel categories identified include 
the core category of Reconciling Incongruencies and the importance of presence of colleagues 
and being with patients. This study addressed the three gaps listed above. The Theory of 
Oncology Nurses’ Professional QOL differs from the currently used definitions that are applied 
to a broad base of caring professionals. Strength of this theory is based on the use of a 
professionally broad sampling of oncology nurses from across the U.S., the use of multiple 
methods of data collection and analysis, and the rigor and adherence to the methodology. 
Limitations of this study are the small sample size, a homogenous sample, and less than 100% 
participation in PhotoVoice. Findings provide a theory-based foundation for future research and 
practice, including instrument development and potential strategies to enhance professional QOL 
specific to oncology nurses. Further, findings offer suggestions for targeted, specific 




















 Appendix B: Synthesis of Literature Review for Factors Associated with Professional 
QOL* 
Factors associated with 
superior professional QOL 
Factors associated with 
inferior professional QOL 
Factors with Conflicting 
Findings 
Professionalism (Jang et al., 
2016; Kim et al., 2014) 
Management/major system 
or policy change in the last 
year (Sacco et al., 2015) 
Caring for dying patients 
(Drury et al., 2014; Finley & 
Sheppard, 2017; Sansó et al., 
2015) 
 
Job satisfaction (Kryss-Peak, 
2018; Li et al., 2014) 
Self-judgment, 
psychological inflexibility 
(Duarte et al., 2016) 
What makes a good work and 
learning environment for 
professional QOL (Drury et al., 
2014) 
 
Connecting with patients, 
maintaining positive energy, 
making moments matter (Perry, 
2008; Perry et al., 2011) 
Bad communication/poor 
relations with colleagues 
(Giarelli et al., 2016; Kim et 
al., 2014) 
Critical patient events are 
quantitatively linked to 
professional QOL risks, but 
nurses report they are “life-
affirming and rewarding…” 






communication, cohesion, and 
socialization (Drury et al., 2014; 
Hinderer et al., 2014; Kelly et 
al., 2015; Li et al., 2014; Wu et 
al., 2016; Yoder, 2010) 
High unit acuity and 
personal or unit stress 
(Drury et al., 2014; Hegney 
et al., 2013; Kelly et al., 
2015; Romeo-Ratliff, 2014; 
Perry, 2008; Perry et al., 
2011; Sacco et al., 2015: 
Yoder, 2010)  
Age and experience (Hegney et 
al., 2013; Hinderer et al., 2014; 
Hunsaker et al., 2015; Kelly et 
al., 2015; Kim et al., 2014; 
Kryss-Peak, 2018; Luquette, 
2017; Perry et al., 2011; 
Romeo-Ratliff, 2014; Sacco et 
al., 2015; Yoder, 2010)  
 
Spirituality or religiousness 
(Kim et al., 2014; Politsky, 
2013; Romeo-Ratliff, 2014; 
Yoder, 2010) 
Fewer hours of sleep / 
lower quality of sleep 
(Bellicosoet al., 2017; 
Smart et al., 2014) 
Specialty area, unit or clinic 
type (Hooper et al., 2010; Kim 
et al., 2014; Mooney et al., 
2017; Potter et al., 2010; Sacco 
et al., 2015; Smart et al., 2014) 
 
Death and coping training 
(Sansó et al., 2015; Yu et al, 
2016) 
Prior trauma (Luquette, 
2017) 
 
Educational level (Hegney et 
al, 2013; Hunsaker et al., 2015; 




Ratliff, 2014) and being 
Anxiety and depression 
(Craigie et al., 2015; 
Intent to leave current job 
(Hegney et al., 2013; Kelly et 




“comfortable in one’s own skin” 
(Sabo, 2010, p. 135) 
Hegney et al., 2013; Kryss-
Peak, 2018) 
 
Work life balance, health 
promotion, and self-care (Drury 
et al., 2014; Duarte et al., 2016; 
Hinderer et al., 2014; Neville & 
Cole, 2013; Perry, 2008; Perry et 
al., 2011) 
Gap between care provided 
and what nurses want to be 
able to provide/ethical 
dilemmas (Kim et al., 2014; 
Perry et al., 2011) 
Shift/shift length (Hegney et 
al., 2013; Hinderer et al., 2014; 
Hunsaker et al., 2015; Smart et 
al., 2014; Yoder, 2010) 
 
 
Meaningful recognition or 
DAISY nomination (Kelly et al., 
2015; Perry et al., 2008) 
 Empathy and caring (Duarte et 
al., 2016; Perry, 2008; Perry et 
al., 2011; Potter et al., 2010; 
Sabo, 2010; Yoder, 2010; Yu 
et al., 2016) 




Experience level with ethical 




/leadership (Drury et al., 2014; 





al., 2015; Perry, 2008; Yoder, 
2010; Yu et al., 2016) 
*QOL = Quality of Life 
Note. Factors identified as those that are associated with superior professional QOL include 
factors that are associated with higher compassion satisfaction, lower burnout, and/or lower 
secondary traumatic stress or are considered to facilitate professional QOL. Factors identified as 
those associated with inferior professional QOL have been associated with lower compassion 
satisfaction, higher burnout, and/or higher secondary traumatic stress or are considered to inhibit 
professional QOL. Factors with conflicting findings may represent factors that have been shown 
to facilitate and inhibit professional QOL or those that have conflicting or otherwise unclear 
findings between multiple studies or within the same study. Factors are listed in no particular 










Appendix D: Script Followed at Recruitment Meetings and used in Recruitment Emails 
 
Items in italics were omitted in recruitment emails.  
*Items designated with an asterisk were included in digital communication only 
Hello and thank you for coming.  
My name is Rebecca Boni and I am an oncology nurse and PhD student at the University of 
Nevada, Las Vegas (UNLV) researching the professional quality of life (QOL; compassion 
fatigue and compassion satisfaction) of oncology nurses. I have been an oncology nurse and have 
been interested in this topic since 2005. I am excited to conduct my own research in this area. I 
am doing qualitative research study to examine oncology nurses’ professional QOL.  
Purpose of the Study 
The purpose of this research study is to explore oncology nurses’ experience related to 
professional QOL.  
 
Participants 
You are being asked to participate in the project because you fit these criteria: a) you are over 
age 18, b) you provide direct patient care in an oncology clinical unit (inpatient, outpatient, 
and/or a subspecialty), c) work part-time or full-time, and d) you have at least one (1) year of 
experience in an oncology setting. If you do not meet the above criteria, you are being asked to 
participate if you have past direct oncology nursing experience and have left the profession or 
specialty for reasons that may be related to professional QOL. 
 
Procedures – If you volunteer, you will be asked to: 
1. Read and sign the informed consent and rate your perception of your individual 
professional QOL on a scale from 1–10 (plan for about 5 minutes).  
a. After ranking your professional QOL you may be selected for an interview. All 
steps discussed after this apply to those nurses selected for an interview.  
2. Optional: Have an opportunity to take photographs that represent professional QOL. 
These photos will be discussed during your interview.  




b. Photographs will be taken at any time or location that seems appropriate to as 
long as HIPAA laws and privacy expectations are maintained. 
3. Complete an interview with me, Rebecca Boni. 
a. Plan for 45 to 60 minutes. 
b. Interviews will happen at a location of your choice.  
c. You will receive a $20 gift card to Target or Amazon for participation. 
4. Completing two (2) surveys: an 8 item demographics survey and a 30 item Professional 
QOL (ProQOL Version 5) survey.  
a. Plan for less than 15 minutes. 
b. Surveys will be completed immediately after your interview at your interview 
location. 
5. Some participants may be asked to review the research team’s findings (member 
checking) to see if your thoughts and experiences are correctly portrayed.  
a. Plan for 10 to 20 minutes. 
b. Member checking will happen at a location of your choice or via a phone call. 
c. You will receive an additional $10 gift card for participation in this step.  
The risks to you for participating include the possibility of having an emotional response to some 
of the questions that I ask pertaining to challenging situations in your role as an oncology nurse. 
All your responses, verbal and on surveys, will be kept confidential including your name and 
work location. You may withdraw at any time. I hope that your participation in this work will 
contribute to the knowledge and understanding of oncology nurses’ professional QOL, and 
ultimately serve to help hospitals and nurses best address professional QOL.  
The only thing you need to do now is rate your self-perceived professional QOL on a scale of 1–
10; 1 means the worst professional QOL and 10 means you feel you have the best professional 
QOL. From here, I will take your self-rating and contact you via your provided email address or 
phone number if you have been selected for an interview. If I contact you for an interview, I will 
also provide detailed instructions at that time for taking and captioning the photographs that 
represent your professional QOL.  
I hope that you will consider participating. If you do, I have this informed consent form to read 
and sign here with me. Are there any questions at this point? (To be asked in the group meeting 




*If you choose to participate, please click this link (link to Qualtrics to be included) to take you 
to the consent and survey to rank your professional QOL.  
*Please contact me, Rebecca Boni, via this email address or call 734-716-6753 if you have any 
questions.  
You may also contact Catherine Dingley at 702-895-4062 or Catherine.dingley@unlv.edu if you 
have any questions.  
*Sincerely,  










INFORMED CONSENT  
School of Nursing  
   
TITLE OF STUDY: Examining the Meaning, Barriers, and Facilitators of Oncology 
Nurses’ Professional Quality of Life (QOL) 
INVESTIGATOR(S): Rebecca Boni PhD Candidate, MSN, RN, ACCNS-AG, OCN, 
Catherine Dingley, PhD, RN, FAAN____________ 
For questions or concerns about the project, you may contact Rebecca Boni at 734-716-6753 or 
bonir1@unlv.nevada.edu or Catherine Dingley at 702-895-4062 or 
Catherine.dingley@unlv.edu.  
For questions regarding the rights of research subjects, any complaints or comments regarding 
the manner in which the project is being conducted, contact the UNLV Office of Research 
Integrity – Human Subjects at 702-895-2794, toll free at 877-895-2794 or via email at 
IRB@unlv.edu. 
   
Purpose of the Study 
You are invited to participate in a research study about oncology nurses’ professional quality of 
life (QOL). The purpose of this grounded theory study is to explore how oncology nurses 
experience professional QOL. This study aims to describe the barriers and facilitators that 






You are being asked to participate in the project because you fit these criteria: a) you are over 
age 18, b) you provide direct patient care in an oncology clinical unit (inpatient, outpatient, 
and/or a subspecialty), c) work part-time or full-time, and d) you have at least one (1) year of 
experience in an oncology setting. If you do not meet the above criteria, you are being asked to 
participate if you have past direct oncology nursing experience and have left the profession or 
specialty for reasons that may be related to professional QOL. 
 
Procedures  
If you volunteer to participate in this study, you will be asked to do the following: First, you will 
be asked to complete a one question survey rating your perceived professional quality of life on a 
scale of 1-10. You may be randomly selected to to do the following:  
1. Participate in an interview with regarding your professional quality of life. This meeting will 
take approximately 45 minutes to an hour and will be held in a private and comfortable location 
of your choice. 
2. Take digital photographs that depict something related to your professional quality of life. 
There is no minimum or maximum recommended number of photographs and you may decline 
to take photos and still participate in the study. The photos will be reviewed during the interview.  
3. Fill out two surveys: A 30 question professional quality of life survey titled the ProQOL 
Version 5 and an 8 question demographics questionnaire. These surveys are expected to take less 
than 15 minutes. 
 
4. You may be asked to review the findings to evaluate if the researcher accurately interpreted 
your thoughts and experiences. This process may take 10-20 minutes and can be done through a 
phone call or in person based on your preference. 
 




There are no direct benefits to you as a participant in this study. However, we hope to learn about 
the professional QOL of oncology nurses, and eventually develop interventions to improve the 
professional QOL of oncology nurses like yourself.  
 
Risks of Participation  
This project includes minimal risks to you. You may feel uncomfortable or emotional when 
answering some questions about your experiences as an oncology nurse. There is a minimal risk 
to your confidentiality, but all practices described below are conducted to protect your 
confidentiality.  
Cost /Compensation 
There is no financial cost to you to participate in this study. If you are selected to be interviewed, 
you will be compensated for your time with a $20 gift card to Amazon or Target. The time to 
complete the interview and surveys will take approximately 60-90 minutes. If you are asked to 
and participate in reviewing the findings, you will receive an additional $10 gift card to Amazon 
or Target.   
 
Confidentiality  
All information gathered in this study will be kept as confidential as possible. No names or other 
identifying information will be made in written or oral materials that could link you to this study. 
No one else besides the research team will have access to the study data. All records will be 
stored in a password protected computer on a private, password-protected drive that is always 
kept directly with the researcher or in a locked office. Any non-digital study materials will be 
kept in a locked cabinet in a private, locked office at the University of Nevada, Las Vegas. All 
study materials will be deleted/destroyed three (3) years after the completion of the study.   
Voluntary Participation  
Your participation in this project is voluntary. You may refuse to participate in this study or in 




UNLV, Michigan State University, or your employer. You are encouraged to ask questions about 
this study at the beginning or any time during the research study.  
 
Participant Consent:  
I have read the above information and agree to participate in this project. I have been able to ask 
questions about the research project. I am at least 18 years of age. A copy of this form has been 
given to me. 
 
 
             
Signature of Participant                        Date  
 
        





I agree to be audio taped during the interview for the purpose of this research study. 
 
 
             
Signature of Participant                        Date  
 
        




Appendix F: PhotoVoice Directions  
PhotoVoice Directions  
Thank you again for participating in this study. PhotoVoice is a data collection method focused 
on participants’ reflections of their own photographs. PhotoVoice is a technique that allows 
participants to capture photographic images that represent experiences or feelings. We will use 
your photos and any associated captions to facilitate conversation during our interview in a few 
weeks. Your photographs will be kept confidential. You will be contacted and asked permission 
if I would like to use your photos in any way other than previously described. Please follow the 
instructions below as you take your photographs. 
1. Take photographs that capture images that, to you, represent professional quality of life 
(QOL)—either good professional QOL or bad professional QOL.  
2. There is no right or wrong way to do this—it is about your perception and experience as an 
oncology nurse. What is most important is that we talk about what the images represent to 
you during our interview.  
3. The artistic “quality” of your photograph is also not important. Do NOT feel that you need 
to be an artist to participate.  
4. Photographs may be taken at work (see note about confidentiality) or anywhere else.  
5. Always maintain confidentiality of patients and protected health information (PHI). Do 
NOT take any images with patients (even if their face is not visible) or the patient chart. 
Some things to be cognizant of that might contain PHI include, but are not limited to, 
assignment boards, labels on medications, name plates outside of patient rooms.  




7. You may, but do not have to, use filters if you feel they will better capture your perception 
of the image you are sending. 
8. Please send all photographs via email to bonir1@unlv.nevada.edu by your interview on 
______ (no less than three weeks after enrollment). Emails containing photographs will be 
deleted as soon as photograph and caption are saved. 
9. You may, but do not have to, caption your photographs. Captions can be sent electronically 
with your photographs. Captions may pertain to one photograph or a series of photographs. 
It is up to you.  
10. Participation in the PhotoVoice portion of the study is voluntary, and you may choose NOT 
to participate in this portion and still participate in the interview portion.  
11. If you do not have a phone or camera that can take digital photos, please contact Rebecca 
Boni.  
12. Please contact Rebecca Boni with any questions at bonir1@unlv.nevada.edu or 734-716-
6753.  
Note. Instructions will be given verbally over the phone and sent in writing via email to the 
participants’ preferred email address. Instructions are based on the description of PhotoVoice 





Appendix G: Table of PhotoVoice Results 
Table G1  
PhotoVoice Results 
Participant Photograph description Caption (if included) 
Research question 
addressed 
A2 Empty, grey desk “Empty” 2 
 Long, empty hallway “Infinite” 2 
 Box of tissue “Sadness” 1 and 2 
B1 Deck, swing, flowerpot  3 
 Pool  3 
 Open peony and an ant  3 
 Pager  1 and 2 
 Workstation on wheels  1 and 2 
A5 ONS water bottle  2 
 Staff pictures on bulletin board  1 and 2 
 Gratitude bulletin board  1 and 2 
 Meme about nurses and physicians   1 and 2 
 Crash cart  1 and 2 
 Breakroom / conference room  1 and 2 
 Dashboard of car with flower  3 
C4 Chemotherapy syringe with faulty 
safety device 
 1 and 2 
 Christmas sweater staff photograph  1 and 2 
A13 Participant and spouse at breast cancer 
survivor walk  
“My support” 1 and 2 
 Holistic nursing conference name tag 
and guest name tag 
“Support attends conf” 1 and 2 




Table G1  
PhotoVoice Results 
Participant Photograph description Caption (if included) 
Research question 
addressed 
 Nurse of the year award “Appreciation” 1 and 2 
 Young woman and dog “Support system” 2 
 ONS quote “My passion – do what you 
love” 
1 
 Chemotherapy study materials “Education is key” 1 and 3 
 Quote about caring more than you need 
to 
“My greatest strength is also 
my weakness” 
1, 2, and 3 
 Remembrance ceremony program “Time to remember” 3 
 Self-care supplies “QoL” 3 
 Small gifts “Trinkets from pts – 2 have 
passed” 
1 
 Pink display at hospital “Representing my pts 
crafting” 
1 and 3 
 Person on the beach “MeUs time” 2 and 3 
 Church Church front 3 
E2 Coffee cup and inspirational book  3 
 Corner office desk with windows  2 and 3 
 Supervisor’s name on plaque  2 
 Small office with window  2 and 3 
Note. Captions are noted exactly as written by the participants except “church front,” which has been changed to 
maintain the privacy of the participant and any patients discussed during the interview. Research questions 
addressed by these photos came out in the interview process and were not known to the participants at the time 





Appendix H: Self-Rating of Professional QOL 
 
Please circle your perceived level of professional quality of life on a scale of 1-10.  
One (1) indicates the lowest or worst professional quality of life and ten (10) indicates the 
highest or best professional quality of life. There are no right or wrong answers and all responses 










Appendix I: Interview Guide 
Potential Questions Probes 
Please help me understand what professional QOL 
means to you. 
Good professional QOL? Bad 
professional QOL? 
*How do you experience professional QOL? *How does good/bad 
professional QOL feel? 
*What process would you use to build professional 
QOL? What are the components? 
*If you were going to paint a 
picture or diagram, what would 
be in your diagram? 
*Do you feel you are doing what you are meant to do? 
And, how does that influence your professional QOL? 
*Does your identity as an 
oncology nurse play a role in 
your professional QOL? 
*Describe if or how autonomy relates to your 
professional QOL. 
*Are nurses’ opinions 
sought/accepted/heard? 
*Does an opportunity for growth and learning have an 
impact on your professional QOL? 
*What learning opportunities, if 
any, do you seek as part of 
experiencing professional QOL? 
What actions/processes do you perceive to be most 
influential on your professional quality of life?  
 
Can you give me an example? 
What makes it better? Worse? 
If you could change anything to make your professional 






Will you please describe a time in your career during 
which you felt burnt out or compassion fatigued, 
including any factors that stand out from that time? 
 
How does your experience then 
compare with your experiences 
currently? 
Can you describe a time in your career during which 
you felt the most fulfilled by your work as a nurse, 
including any factors that stand out from that time? 
 
How does your experience then 
compare with your experiences 
currently? 




Do you use any strategies to “refuel” before, during, or 
after work? If so, please describe these strategies and 
your perceived effectiveness of the strategies. 
 
Please tell me more about… 
*How do you grieve or mourn? Do you need closure with 
patients? How do you respond to 
closure or lack thereof? 
*How do you make sense of the sadness you deal with?  
Can you describe any prominent trends in the patient 
situations that you remember most over the course of 
your career and in the recent past? 
 
Can you give me an example? 







Have you or a loved one had any personal experience 
with cancer? 
 
Please describe your photos and what they represent to 
you. (PhotoVoice) 
 
The PI will have photos 
available at this time 
Is there anything else about your professional QOL that 
you’d like to discuss? 
 
 
Note. These questions will be adapted by the interviewer in many ways that include, but are not 
limited to: omission, content changes, or addition of new questions. These questions only serve 
as an initial guide for the interviewer, but the actual interview will move conversationally in the 
direction in which each participant’s responses lead. All items denoted with an asterisk* were 






Appendix J: Demographic Questionnaire  
Please complete this questionnaire by circling the most applicable option(s). This information 
will be used to describe the study sample and will be kept confidential.  
 
1. What is your primary oncology work setting? (circle any that apply) 
Inpatient  Outpatient  Stem cell transplant 
Medical-oncology Surgical-oncology Hematology   
Clinic   Infusion  Radiation 
Clinical trials  Community hospital Research or university hospital 
Magnet® hospital Other (specify)_______________________ 
 
2. What is your current age in years? (circle one) 
18–24    25–34    35–44 
45–54   55–64   65 or older 
 
3. To which gender identity do you most identify? (circle one) 
Male   Female  Prefer not to say 
 
4. What is your marital status? (circle one) 
Single (never married) Married or in a domestic partnership 
Divorced   Separated 
Widowed 
 
5. Are you of Hispanic, Latino, or Spanish origin (ethnicity)? (circle one) 
Yes   No 
 
6. How would you describe yourself? (circle any that apply) 
American Indian or Alaska Native  Asian 
Black or African American   Native Hawaiian or Pacific Islander 
White 
 
7. Are you currently enrolled in a nursing course of study (BSN, MSN, doctorate)? 
Yes   No  
 
8. What is the highest level of education you have completed? (circle any that apply) 
Associate degree    Bachelor’s degree in nursing 
Bachelor’s degree (non-nursing)  Master’s degree in nursing 
Master’s degree (non-nursing)  Doctorate in nursing (PhD, DNP) 
Doctorate degree (non-nursing) 
 
9. How many hours per week to you typically work? (circle one) 









Appendix L: Facility Authorization Letter 
 
Office of Research Integrity – Human Subjects 
University of Nevada Las Vegas 
4505 Maryland Parkway, Box 451047 
Las Vegas, NV 89154-1047 
 
Subject: Letter of Authorization to Conduct Research at Michigan State University, College of 
Nursing Life Science or Bott Building. 
 
Dear Office of Research Integrity – Human Subjects:  
This letter will serve as authorization for the University of Nevada, Las Vegas (“UNLV”) 
researcher, Rebecca Boni who is also a full-time instructor in the College of Nursing at Michigan 
State University, to conduct the research project entitled Examining the Meaning, Barriers, and 
Facilitators of Oncology Nurses’ Professional Quality of Life at Michigan State University in the 
Life Science Building or the Bott Building for Nursing Education and Research (the “Facility”). 
 
The Facility acknowledges that it has reviewed the protocol presented by the researcher, as well 
as the associated risks to the Facility. The Facility accepts the protocol and the associated risks to 
the Facility, and authorizes the research project to proceed. The research project may be 





If we have any concerns or require additional information, we will contact the researcher and/or 





             
Facility’s Authorized Signatory     Date 
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